TO  NCTSWK  OHNICMN  WOOOCmtTV  I#  THE, 
INTERNAL  HEDICINE  CLINIC  <U>  ACADEMV  OF  HEALTH 
SCIENCES  <ARNV>  FORT  SAN  HOUSTON  TX  HEALTH  C 
UNCLASSIFIED  J  C  WHITMIRE  23  NOV  87  HCR-70-89  F/G  6/5 


1*25 


SECURITY  CLASSIFICATION  OF  TH:S  PAGE 


nrn^o-r  "^UMENTATION  PAGE 


AD-A212  135 


4  PERFORMING  ORGANIZATION  REPORT  NUM8ER(S) 

70-89 


Sa.  NAME  OF  PERFORMING  ORGANIZATION 
Gen. Leonard  Wood,  ACH 


6c.  ADDRESS  {City,  State,  and  ZIP  Code) 

Fort  Leonard  Wood,  MO 


lb  RESTRICTIVE  MARKINGS 

N/A _ :  1  ^ 

3  DISTRIBUTION /AVAILABILITY  OF  REPORT 


r  m  ’  i  jj  W  +*■ 


Unclassified/Unlimited 


5.  MONITORING  ORGANIZATION  REPORT  NUMBER(S) 


6b.  OFFICE  SYMBOL  7 a  NAME  OF  MONITORING  ORGANIZATION 

(if  applicable)  US  Arniy-Baylor  University  Graduate  Program  in 
'  Health  Care  Administration 


7b.  ADDRESS  (City,  Stare,  and  ZIP  Code) 


San  Antonio,  TX  78234-6100 


8b  OFFICE  SYMBOL  9  PROCUREMENT  INSTRUMENT  IDENTIFICATION  NUMBER 
(If  applicable) 

N/A  N/A 


10.  SOURCE  OF  FUNDING  NUMBERS 


PROGRAM 


PROJECT 

TASK 

NO. 

NO 

8a.  NAME  OF  FUNDING  /  SPONSORING 
ORGANIZATION 

N/A 


8c.  ADDRESS  (City,  State,  and  ZIP  Code) 

N/A 


1 1  TITLE  (Include  Security  Classification) 

A  STUDY  TO  MEASURE  CLINICIAN  PRODUCTIVITY  IN  THE  INTERNAL  MEDICINE  CLINIC  AT  GENERAL  LEONARD 
WOOD  ARMY  COMMUNITY  HOSPITAL,  FORT  LEONARD  WOOD,  MISSOURI 


12.  PERSONAL  AUTHOR(S) 

WHITMIRE.  JAMES  C.  _  __  . _  _ _ 


13a.  TYPE  OF  REPORT  13b  TIME  COVERED  14.  DATE  OF  REPORT  (Year,  Month,  Day)  115.  PAGE  COUNT 

FINAL  FROM  7-86  TO  7-87  87/11/23  I  84  _ 


16  SUPPLEMENTARY  NOTATION 


COSATI  CODES 


SUB-GROUP 


18  SUBJECT  TERMS  (Continue  on  reverse  if  necessary  and  identify  by  block  number) 

Productivity  Factors 


19  ABSTRACT  ( Continue  on  reverse  if  necessary  and  identify  by  block  number) 

“The  intent  of  this  study  was  to  develop  and  apply  a  model  for  analyzing  health  care  provider 
productivity  in  the  Internal  Medicine  Outpatient  Clinic  at  General  Leonard  Wood  Army 
Community  Hospital.  -  '  ■  i 


DTIC 

ELECTE 
SEP  07  1989 


t  D 


DISTRIBUTION  'sfvT T  :rr  ,* 

Approve  ■d  lor  o  r„)  ,:ae. 
Dismbut  -  r.  : 


20  DISTRIBUTION /AVAILABILITY  OF  ABSTRACT  21  ABSTRACT  SECURITY  CLASSIFICATION 

0; UNCLASSIFIED/UN LIMITED  □  SAME  AS  RPT  □  DTIC  USERS  N/A 


22a.  NAME  OF  RESPONSIBLE  INDIVIDUAL  22b  TELEPHONE  (Include  Area  Code)  22c  OFFICE  SYMBOL 

MAJOR  LEAHY  (512)  221-6345/2324 


DD  Form  1473,  JUN  86  Previous  editions  are  obsolete  SECURITY  CLASSIFICATION  OF  THIS 


SECURITY  CLASSIFICATION  OF  THIS  PAGE 


89  9  06  114 


A  STUDY  TO  MEASURE 


mU  NIC  I  AN  PRODUCT!  v  1  TV  IN  THE  INTERNAL  MEDICINE 
CLINIc  Ai  GENERAL  LEONARD  WOOD  ARMt' 
oi  if  iuNi  i  v  hospital,  Fort  Leonard  wood,  Missouri 


f'  «-  «-»  H  i  •  -■  *  ' 
cUt  C.  U  0>  Ci  0  rC 


r.esear  cf 


r  t  •  j  ]  c  w  u 


Submitted  to  the  Faculty  of 
Baylor  University 
In  Partial  Fulfillment  of  the 
Requirements  for  the  Degree 
of 

Master  of  Health  Care  Administration 


Accesion  Fo' 

NTlS  CRAM 
DTlC  TAB 

V-'unn,-,  r  ct-d 

J.i-aific  Jtuj- 1 


By.. . . 

Oi.U'ibution  / 

Avjiljbilty  Ct 
•  Avi" 

D'ISt  Si-.-C.Ml 

j 

Pd  I  I 


by 


Major  James  C.  Whitmire,  M5C 


November  23,  1987 


table  OF  CONTENT o 


ACK  NOWlEDGMENTS . ill 

l  i  b  1  vF  T  AdlES .  1  v 

n  a  k  i  c  ^ 


INTRODUCTION. 


conditions  Which  Promoted  the  Studv  i 

Problem  Statement . 4 

uDiectwes.  .  .  4 

Criteria  .  .  6 

'-‘•coUmbt  i Oi ! S  .  .6 

._  MTi  i  tat  ions .  7 

Review  ui  (.tie  l i tet  ature .  7 

«eseai  Ch  MethOdOluQy  . .  .  ....  I  j 

Endnotes.  .  i8 


DISCUSSION. 


General . 20 

Description:  Current  Clinic  Operations . 22 

Analysis.  Current  Productivity  and  Workload  Measurements . 25 

Analysis.  Clinician  Input . 28 

Ana lysi s.  Produc tivi ty  Measurements . 32 

Other  Productivity  Related  Observations . 30 

Endnotes . 42 


i  CONCLUSIONS  AND  RECOMMENDATIONS .  43 

Conclusions . 43 

Recommendations . .  . . . . .  46 


AhhcNla/ 


'RoviDER  LOG  DIARY 


46 


i 


LU 


table  of  contents  (continued) 


jNNA.iRE  FOR  PA.TiENi  RELATED  FAC 


mNTERNAl  i  IEDI LINE  HEALTH  CARE  PROVIDER 


D  t  i  L'Iwv.m 


i PE  REGARDING  PRODUCTIVITY  FACTORS  .  5! 


D  EaAj  IPlE  OF  USE  OF  PRODUCTIVITY  MEASUREMENT 

T 00 l  FOR  ONE  CLINICIAN  FOR  ONE  DAY’S  WORK . 54 

PRODUCT i  Vi TY  I  iEASUREMENTS . 57 

F  USC  INTERNAL  MEDICINE  PRACTICE  STUDY 

REPORT  EXCERPT . 69 


BIBLIOGRAPHY . . 77 


ii 


ACKNOWLEDGE!  lENTs 


oL'cCAji  tnanks  is  Given  to  the  staff  uf  Donor  a!  Leonard  Wood  Army 
<- c»o m unity  Hospital  for  tnoir  assistance  it)  tho  completion  of  this  study, 
in  particular,  tho  Internal  Medic ino  Clinic  clinicians  are  thanked  for  their 
patience  and  input  Also  providing  significant  assistance  were  personnel 
from  the  Human  Resources  Management  division. 

Thanks  also  to  trie  faculty  and  staff  of  the  U.S  Arrnv “Baylor 
University  Graduate  Program  in  Health  Care  Administration,  Their 
guidance  and  support  were  instrumental  in  my  completing  the  overall 
or  opr arn 

Final iy,  thanks  to  my  preceptor,  Colonel  James  E  Cantrell,  whose 
encouragement  arid  mentoring  were  indispensable  and  unfailing  during  my 
residency. 


iii 


LIST  OF  TABLES 


Patient  Related  Factors  per  Cl i 
MEPR'o  Credit  $<  Type  of  Visits 


iician 


i.  INTRODUCTION 


Conditions  Which  Prompted  the  Study 

The  delivery  of  health  care  today  is  subject  to  significant  financial 
constraints.  ^The  period  of  relatively  unlimited  resources  has  vanished. 
Health  care  managers  must  develop  wavs  of  spreading  their  scarce 
resources  into  areas  that  will  provide  the  greatest  good  for  the  greatest 

V  ^ 

numoer  As  Rex  conn  and  associates  note,  identification  of  the  actual  costs 
associated  with  providing  medical  services  has  become  increasingly 
important  in  order  to  prudently  allocate  available  resources,  with  the 
ultimate  cost  savings  occurring  when  a  service  is  simply  made 
unavailable  1  Enhanced  resource  utilization  can  be  experienced  by  gaining 
knowiedae  of  the  product  i\  ity  levels  of  health  care  services  being  provided 
m  a  Medical  Treatment  Facility  and  making  management  decisions 
accordingly.  , 

ir.  the  health  care  arena,  productivity  is  often  associated  with 
effectiveness  and  efficiency.  Marilyn  Mannisto  states  that  effectiveness 
relates  to  the  capability  of  producing  desired  results  and  efficiency  is 
associated  with  the  traditional  productivity  definition,  that  is,  the  ratio  of 
output  per  unit  of  input  -  The  measurement,  improvement  and  monitoring 
of  these  aspects  (effectiveness  and  efficiency)  of  health  care  delivery  are 
formidable  but  important  tasks.  Additionally,  both  quality  of  care  and 
cost-containment  must  be  considered  in  performing  these  measurements 

The  united  States  wrny  Medical  Department  faces  similar  financial 
challenges  to  those  experienced  by  its  civilian  counterparts  Though  not 


driver-  Ov  a  profit  motivr  the  Arnvy  is  obligated  to  the  U.5  taxpayer  to 
Or  e  iiidA 'fiiuiu  use  of  the  resources  provided.  Thus  costs  roust  Pe 
controi ied  Productive  and  non-productive  services  must  be  identified. 
Non-productive  services  should  be  analyzed  to  ascertain  what,  if  anyth! no, 
Can  oe  dune  to  enhance  productivity,  if  productivity  cannot  be  increased, 
and  other  circumstances  don’t  preclude  it,  then  that  service  area  should  be 
drooped  from  that  facility,  or  at  least  greatly  modified. 

The  Army  Medical  Department,  in  General ,  operates  at  a  Pare-Pones 
staff 'no  level  The  use  of  the  Medical  Expense  Performance  Reportino 
;>v stem  (MEPRS)  provides  input  as  to  workload  versus  hours  worked  and  is 
used  to  determine  now  many  clinicians  will  be  repaired  to  treat  a 
particular  number  of  patients.  However,  the  application  of  the  MEPRS  is 
viewed  bv  many  clinicians  and  administrators  as  significantly  lacking  in 
Us  abilitv  to  accurately  reflect  the  true  requirements  for  clinicians.  It  is 
felt  that  the  MEPRS  accounts  for  just  a  portion  of  total  workload,  providino 
input  only  on  the  number  of  patients  cared  for.  Not  reflected  is  patient 
acuity,  all  time  spent  on  phone  consults,  both  incoming  and  outgoing  calls 
(only  a  small  portion  of  phone  calls  seem  to  get  recorded),  special  patient 
procedures,  charting  and  dictating,  Quality  Assurance  activities, 
committee  meetings,  mandatory  military  training  requirements,  et  cetera. 
The  general  lack  of  credibility  of  the  existing  measurement  tools  creates  a 
situation  wherein  managers  make  staffing  decisions  based  upon  the  MEPRS 
and  sub lective  analysis  of  workload.  Meanwhile,  clinicians  see  themselves 
as  overworked  arid  vet  not  properly  credited  for  their  time  and  effort,  thus 
experiencing  a  significant  morale  problem. 
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r  situation  is  particularly  acute  in  trie  internal  I  ledicwe  Clinic  at 
[<’<?  oent-r  a  *  i_eonarci  wood  Army  community  Hospital  vGl'wacH),  For  t 
l rOi'i-di d  wood.  •  1 1 5 sour i  The  internal  Medicine  Clinic  at  GLwACH  suffers 
: i  •.> ' i  a  snortaoe  oi  ctimcian  stai f  (physicians,  adult  nurse  practitioners, 
ar<o  support  stafr..'  Foe  volume  of  care  patients  seek  is  significantly 
or  eater  than  can  oe  provided  bv  the  staff  available  rlanaoement  would  life 
to  Pave  the  clinicians  see  more  patients  to  offset  a  hope  patient  Pact  loo, 
especially  amor.o  the  retiree  population  vapproMiViateiv  jw  patients  war e 
c,;';  a  wait  mo  list  f  or  new  patient  appointments  in  beptember  19871 
:w  i  ime  ians  are  frustrated  both  in  know  mo  that  thev  aren't  able  to  treat  al  • 
rne  patients  wno  are  seek i no  care  arid  at  the  same  time  believmq  they  are 
not  r«av  mo  tneir  actual  productivity  properly  credited 

>  r,e  uuestion  as  to  clinician  productivity  is  most  often  raised  in 
C'.'U iijnr t ini';  with  uae  outpat lent/ ambulatory  care  clinic  as  that  is  the 
location  of  trie  Greatest  expression  of  need  for  care  The  clinicians  time 
arid  efforts  m  treat ino  the  large  number  of  patients  seekinq  ambulator v 
care  are  the  source  of  most  of  the  productivity  related  Questions.  There 
are  few  complaints  as  to  the  clinicians’  productivity  in  relation  to  caring 
' or  inpatients,  a  method  is  therefore  needed  to  measure  the  outpatient 
cbmc  s  provider  productivity  so  that  management  can  ensure  maximum 
efforts  are  bemq  exerted,  so  the  clinicians  can  have  their  efforts 
recoomzed.  and  so  that  any  questions  as  to  their  utilization  can  b^ 
alleviated  Thus  the  intent  of  this  study  was  to  develop  and  apply  a  model 
for  analyzing  health  care  provider  productivity  in  the  internal  Medicine 
uuloanent  ‘dime  at  olw’ACH 
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Problem  Statement 


To  develop  3  means  of  measunno  health  care  provider  productivity  in 
tne  internal  Medicine  Clinic,  General  Leonard  wood  Arrny  Community 
Hospital,  Fort  Leonard  wood,  i iissouri 

Objectives 

Tne  objectives  of  this  study  were  as  follows. 

a  Develop  a  mode!  for  analyzing  productivity  within  the  Internal 
f  led 'Cine  Clime 

1  Review  appropriate  literature. 


services  provided  within  the  Medical  Clinic. 

3  Review  flEPRS  &  Uniform  Staffing  Methodology  (USM). 
Utilization  Review  and  ACCESS  data  regarding  medical  clinic  activities  to 
ascertain  current  methodologies  utilized  and  their  relationship  to  findings 
of  tills  Study 

4  identify  productive  and  non-productive  health  care  services 

hr  mo  C'f'Ov  ided 


u 


Off iCiOnCv  5hd  Of  f  OC  t  i  vOHOSS  of  health  car 0  Set'  nCOS 
ri  *  i3  i  i  it'd  • i  i  ■  rr  •„  i  i  n  i C  *Jt  i  1  >2“  c  aS0~i'ii>  it  it  '.'•‘ffidt  iOfi 


riOtnoOO’Od'f  1 0  >  0 1 1 0 w  Wi  implement  if’fj  the  model 
i'<r  iPOdO  •  tO  oL  vVA*_H 

r ro* oo  sendees  that  are  pr ovided  most  off icientiv  arid 


d  Determine  wnicn  services  aro  not  oft  icient  or  oftoctivo 
o  t-'rovido  inf oriOdt ivn  to  providers  and  to  rnanaoment  as  to  tiodinus 
pia'jS'O'iitv  tit  expanded  use  of  model  or  of  its  discontinuance 
o  i  o  t oo. or utviondat ions  for  productivity  irnprovornont  based  upori 
tor  anavsis  Tno  most  off  icient  and  oftoctivo  procedures  and  procossos 
am o  oo  ‘dont if iod  and  will  set  ve  as  tno  basis  for  tno  r ecommendat ions 
■  :<r  ’  ornv.i  i  atod  rocommondations  w  >  i  1  look  at  procossos.  document  at  ion, 

■;if ".i  U3;'i_  .v.  ii.ifi 

t  o  f'-od^'  •  s  adopted,  eivouraoe  manaoernent  arid  individual 
c :  ; ‘ 1 ; .a i ' s  to  c ot ne  to  aor eement  upori  expected  level  of  c  •  imcian 
p;  ii t  ■  ■  t v. .  tar  n’v.1  into  consideration  the  individual  physician's 
r  •  por‘  '0rn.’ r.  '  0*  O/arnpio.  newly  Graduated  residents  can  bo  expected  to  soo 
rOwoi  patients  dun  no  a  w  or  h  day  than  physicians  with  creator  than  sia 
month  5  o ,  oor  i  one  o 


a 


Cnter  id 


1  re  mernocfolOOv  U5eu  if i  the  study  incorporated  the  following 

a  Rat'ent  health  cure  needs,  as  defined  bv  the  Commander,  had  to 

oe  ’H~r 

o  adherence  to  Jo. AH  standards  of  Car e  had  to  he  maintained. 

•.  n  let  f  iveness  had  to  he  reviewed  to  ensure  that  outcomes  were 
auDr-.'Oi  i ate,  t’os  so  that  efforts  expended  were  not  seen  as  a  waste  of 
as ji-’  Le;.  in  reiat  ion  to  the  assigned  (Ttissioh  Ef r ect i venes  was  measured 
nv  ■; ons'denr,o  the  ouai * t v  of  patient  services,  as  identified  bv  the  numper 
o:  pat'ent  corn  pi  iments  versus  complaints  in  i  eference  to  the  actual 
oe : 1  v er v  of  patient  care  < to  measure  satisfaction),  as  obtained  from  the 
-at -erf  Reor  >sentat»ve  Of t  ice,  and  the  ratio  of  confirmed  Misadventure 
■  no; cent  Reports  to  total  number  of  patients  served.  This  latter 
information  was  determined  by  an  examination  of  quality  assurance 
reports  regarding  follow-up  outpatient  visits  and/or  subsequent  admission 
and  other  information  that  might  arise  from  the  quality  assurance  reports 
q  Efficiency  needed  to  be  reviewed  in  order  to  ascertain  whether 
worf  was  being  performed  in  a  productive  manner.  Analysis  of  efficiency 
was  an  objective  of  this  study  and  was  measured  by  review  of  clinician 
time  in  relation  to  patients  treated. 

Assumptions 


a  "rne  data  collected  by  the  MEPR5,  Utilization  Review  and  AQCESb 
Suf f <•.  »rht ly  r eiiable  to  permit  analysis 
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0  Toe  3vr>’d0f  pat!eiit  workload  demand  did  not  vary  SlQnif  icaotly 
•;  fncr  cost  of  deliver  mq  patient  care  would  not  cnanue 
i r i c ant i v  due  to  inflationary  effects  or  other  costs  w ithin  the  pei  md 
•e  f *udv  and  t .;■!  tne  oeriod  for  which  recommendations  were  maoe 
'j  f.'uv i e foil  of  c are  was  in  cornol iance  with  J'_ AH  and  ^rrnv 

Limitations 

a  fie'  e  was  riot  oi ie  oener  ally  accepted  methodoiody  for  measunnci 
>Oe!  pr  OduC  t  i  v  i t  v  at  tiilS  time. 

i.i  mere  was  not  one  generally  accepted  standard  of  superior  or 
onao’-v  attainable  provider  performance  in  reoard  to  efficiency  arid 
~  n  e  s  s 

aff  est itv,ates  which  form  the  basis  for  some  interpretations 
•  s.' ip iect-ve  Efforts  were  made  to  minimize  the 

.-■tv  o,  u; inq  rnanaament  expertise  found  in  the  comptroller  s 
-  to  oi  ovioe  analysis  and  comparison  of  information  submitted 
ci  f i iri'e  w as  iikeiv  to  he  some  selective  report) no  of  data  arid 
iri'.'iidi  failure  to  proper iv  record  data 
r  ctafr  cooperation  mav  not  have  been  complete  in  that  some 
:oei  s  i'iiO'it  nave  been  suspicious  of  the  study  intent,  thus  limit  mo 
i  i i'iPu t ,  or  lt*ev  m  .  a  simply  have  felt  that  they  did  not  have  the  time 
participate  .  .e  study 

Review  of  the  Literature 

fne  issue  of  productivity  measurement  is  oainino  in  importance  in 


7 


the  hed  i  U'l  Care  i  =  "JviS l r y  L'iaQhoStlC  Related  Groups  (DRG$>  and  Other 
■r: at  '"rduc mg  health  care  costs  have  caused  Medical  Treatment 
<■  aci’UirS  1 '  '<  ■  -  r-  •  to  e \amine  resource  use  much  more  closely,  with  a 
SPeC  ■  a>  t e  vw a;  dS  PrvCiuCtivity  jiTilth  arid  T -aylut  provided  some 
••riSiuh'  trie  D»  OCeSs  Of  identifying  productive  and  hOI'rpr OdUCtive 
: ■  't~s  in  a  studv  that  eA-amineo  revenue  contr ibution  versus  utilisation 
•/<  rtci'.oard  Business  Units  The  intent  of  their  study  was  to  provide  a  plan 
i or  the  allocation  of  resources  to  institutional  functions  in  relationship  to 
tne>r  str  ength  a?  pi  oducei  s  oi  profit  mar  din.  A  matrix  analysis  mettiod 
wdS  useu  iii  wiVich  twenty  maior  hospital  str ateciic  cost  units  were 
i dentil  ied  and  theri  placed  into  Quadrants  The  hospital  could  then  select. 
Out  those  items  of  tvioh  volume/low  price  and  hioh  volume/high  price  to 
concentrate  their  marketing  and  cost-containment  efforts  respectively 
when  looking  at  the  hospitai  as  a  whole,  this  type  of  analysis  would  work 
well,  Put 't  tails  to  address  the  specific  productivity  of  an  individual 
ser vice/ clinic.  Unanswered  are  Questions  relating  to  which  Quadrant  a 
particular  service  would  fail  into  if  an  analysis  determined  improvements 


■ 


were  possible  in  the  productivity  of  its  services  as  a  whole  or  of  any  of 
if-  uiuividual  memPers 

Conn  arid  associates, ^  indicated  that  standard  accounting  procedures 
■_ an  easi •  v  account  for  costs  of  utilities,  pharmaceuticals,  and  payroll,  Put 
personnel  costs  related  to  specific  medical  services  provided  are  another 
issue  Measurements  to  identify  actual  provider  productivity  are 
•■"'I i  euuent  v  developed  or  accomplished  They  identified  the  Workload 
Recording  >. WLR)  Method  developed  bv  the  College  of  American  Pathologists 
■CAP-  as  d  method  worth  emulating.  Through  WLR-CAP,  computations  can 
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Or  m ;iOr  as  tO  actual  worked  hour S  versus  paid  hOUi‘3,  thUS  allowing  for 
o-.ic ►  mu-out  adminsti  at  we  time  spent  at  meetings,  on  oreaf ,  et  cetera. 

'!  or.i  paid  Poor 5  so  that  productive  in- lab  hours  are  known  arid  then  costs 
Per  ‘dp  procedure  C an  Or  figured  Reality  tell 5  uS.  however,  that  wr  must 
al tor  administrator  time  to  our  workers  as  a  cost  of  doino  business. 
r*ci'j i ’ 'Sna is v ,  the  wLR-c.AP  method  would  appear  to  work  in  areas  where 
sues  ii ) c  pi  o*.edu,'eS'  activities  are  carried  out,  that  is.  where  wiuciets  c ar > 
Or  colored,  but  •  f >  tne  more  subiective  areas  such  as  patient  evaluations. 

•  t  wOu'd  oe  o ; T fiCu i t  to  apply  this  method. 

Hanson  arid  Nelson-’  note  that  health  care  is  a  service  and  its 
productivity  measurement  is  not  a  simple  matter.  They  developed  a  model 
‘or  evaluation  of  personnel  productivity  and  cost  effectiveness  in  the 
Ooeratino  Room.  Their  model  links  the  elements  of  OR  activity  function, 
resource  appropriateness,  resource  effectiveness,  resource  use, 
productivity,  resource  cost  (per  hour),  and  cost  effectiveness.  However, 
they  admit  that  though  the  concepts  of  their  model  arc  good,  as  yet  there 
are  no  valid  and  reliable  measures  within  the  model. 

it  can  be  seen  that  there  are  some  models  that  have  been  developed 
for  use  in  the  Laboratory  and  the  Operating  Room  to  measure  the  total  cost 
and  tne  producTivity  of  personnel  m  the  deliver v  of  health  care.  Another 
area  that  has  been  studied  is  that  of  pricing  and  patient  mi.*..  Broyles  and 
Ro:>  o~  developed  a  methodology  using  linear  programming  to  help 
establish  polices  in  relation  to  these  subjects.  The  full  cost  per  case 
was  established  bv  considering  the  variables  of  the  patient  s  presenting 
condition,  tne  type  of  labor  the  hospital  employs  in  treating  that  condition 
as  well  as  the  consumable  supplies  for  the  inpatient  stay  (as  measured  by 
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•  rn-ji! i  or  stay  information.;,  and  ancillary  services  ut i i ized.  Their 
Mir tiV.VJO iOdy  COUiCJ  Sri'vV  as  One  Cjuide  in  measuring  productivity  COStS  2nd 
determining  pricing  and  patient  mix  policies,  Put  its  complexity  requires 
us~  of  Personnel  with  significant  financial  and  statistical  experience. 
Additional  tv,  it  presumes  personnel  are  functioning  at  their  Pest 
productive  levels  in  performing  their  services.  Financial  concerns  are  of 
primary  importance,  to  include  charges  for  services,  rather  than  whether 
Pest  productivity  is  being  attained. 

Deguchi  and  associates7  developed  a  method  for  measuring 
provider  productivity  in  ambulatory  care  that  serves  as  a  good  starting 
pomt  m  conducting  a  study  on  the  subject.  The  subject  of  their  study  was 
an  analysis  of  a  central  scheduling  versus  an  in-clinic  scheduling  of 
patient  appointments.  They  looked  at  the  provider's  capacity  for  patient 
visits  m  a  particular  time  period,  accounting  for  provider  down-time  due 
to  no-shows  and  unfilled  appointment  slots.  They  determined  that  by 
dividing  each  hour  into  six  units,  they  could  analyze  productivity  while 
still  accounting  for  mix  of  patients.  They  also  discouraged  measuring 
productivity  solely  based  upon  volume  (which  by  itself  might  encourage 
providers  to  offer  redundant  services).  Obviously  their  study  concentrated 
on  one  particular  aspect  of  provider  productivity  (scheduling)  and 
seif-adrnittedly  their  results  may  have  been  influenced  by  the  "Hawthorne 
effect",  but  their  overall  methodology  was  a  good  one  and  provides 
important  insights  into  elements  that  should  be  incorporated  into  any 
studv  on  provider  productivity. 

Burkhart  and  Schultz^  looked  at  professional  productivity  as 
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Drofessionai  time  input  in  relation  to  services  delivered  They  noted  that 
approximately  two  hours  daily  is  spont  on  nonrecoverable  to  direct 
Services  productivity,  e.q  redictatinq  lost  reports.  They  developed  figures 
based  upon  how  much  direct  patient  care  time  individuals  can  expect  to 
provide  Per  year.  The  it  focus  was  on  some  of  the  sionit  leant  components 
m  the  relationship  between  professional  productivity  arid  costs  in  the 
nealth  care  sv stern.  Their  study  took  into  account  the  clinicians  time 
spent  away  from  direct  patient  care,  to  include  vacation  time,  sick-leave 
dav;.  actually  expected  to  he  used  tv  the  averaoe  clinician,  mservice 
tr amino,  and  continuing  medical  education  seminars  attendance  davs. 

1 1 me  spent  as  members  of  interdisciplinary  teams  and  at  related 
meetings,  assisting  other  clinicians  (who  would  receive  the  productivity 
credit  on  their  work  statistics),  and  time  spent  on  behalf  of  a  patient 
during  a  school  visit  but  that  was  not  directly  credited,  were  all 
considered  in  review  of  provider  productivity.  The  study  lasted  a  year  so 
that  ail  of  the  above  considerations  could  be  factored  into  the  study.  The 
findings  revealed  about  59  percent  productive  time,  19  percent  absence 
time,  and  21  percent  nonrecoverable  time  for  the  average  clinician  These 
findings  provide  a  useful  reference  for  other  studies  of  provider 
product ivitv,  though  duplicate  studies  must  be  conducted  over  a  year's 
time  period  This  obviously  takes  significant  researcher  time  and  requires 
long-time  staff  participation  and  cooperation.  The  results  also  indicate  a 
large  commitment  from  clinicians  and  management  to  work  together  in 
reaching  professional  productivity  agreements. 

A  1977  study ^  conducted  at  the  University  of  Southern  California 
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:>•;  r-v'."  5  •  iediC  ific  -i t « 1 1 Z *r Cl  a  '00“Clidf  v  maintained  L'»y  Studv  partiC  Ipdl'itS  tO 
■.i*.  COubt  i  <ji'  ~.l"r  n-jMbe1  0*  pf  Of  trSSiOfid’i  hour  5,  number  Of  Output  ientS  and 
'f  'O at  ;r!''rf .  dr"j  number  of  telephone  encounters  Plus  orrcan  hours  per 
wrr*  ’’"'“-r  Studv  l  r.«f*r<  m^dSur  ed  productivity  by  iOOf .  ino  at  f lUffiPOf  and  tv  DO 
■_,r  encounters.  number  of  diagnostic  tests  and  procedures,  totai 
professional  iiOui  s  available  and  hours  spent  in  various  types  of 
professional  activities  The  study’s  final  measure  of  productivity  became 
the  proportion  of  total  number  of  patients  seen  dun  no  one  week  per  total 
numoer  of  professional  hours  worked  This  study  s  subjects  were  General 
internists  from  across  the  country.  Their  provision  of  primary  and 
specialty  care  were  primarily  examined  through  use  of  a  “Care 
Classification  System"  that  listed  thirty  leading  patient  problems  and  a 
taxonomy  that  identified  five  types  of  patient  care  as  opposed  to  two. 

Data  collected  reflected  patient  volume,  physician/ patient  encounter 
cnaractenstics,  and  organization  of  medical  practices.  This  exhaustive 
study  reflected  on  provider  productivity  as  part  of  its  analysis  it  was 
determined  that  practice  arrangements  (‘Office  based,  Institutional  and 
Other-,  age  of  internists  to  some  small  degree,  and  demographic  location 
of  the  practice  affect  clinician  productivity.  The  military  environment  is 
fairiv  well  established  in  regard  to  two  of  these  three  factors,  with  only 
the  age  of  the  clinician  being  variable  between  hospitals.  Age  and 
experience  are  significant  considerations  for  productivity  in  the  military 
due  to  the  large  number  of  clinicians  who  have  just  completed  residencies 
who  are  practicing  in  military  hospitals.  Although  internists'  age  had  only 
a  small  degree  of  influence  on  productivity  in  this  study,  any  future 
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eSrS;  >_ :  •'  ■  T iTniita1  v  ne?dS  tO  dCCOUi’it  fC'i  this  ?  aCtOf  Otherwise,  this 
S'uUv  i"  'jv  "JeS  Some  '.'••jiuSbinr  ifiSiQhtS  regarding  predominant  pa tient 
wem;-,  IvOeS  O'  00 1 ipht :>,  01' id  phySiCian/  patient  eliCOUhter 5 

The  '  1 1  fi'  atur  0  reviewed  f  Of  this  Studv  pr  Ov  id  OS  0  dOOd  apor ec  lation 
i  *.»'  the  CehSidei  Ot'OOS  that  h'M  jit  00  IhCOrpOf  3  ted  ill  cti'iy  Studv  Oh  clinician 
p''  OduCtiv  i;.v  AS  vet,  huWcvei  ,  there  dOeS  OOt  appear  tO  be  Ohe  genet  Oily 
o-.oootod  methodology  to  follow  in  measuring  productivity  integration  of 
pertinent  aspects  of  various  studies  must  be  accomplished  in  tailoring  a 
studv  to  measure  provider  productivity  iri  a  particular  scenario 


iiesear  ch  lie  tfiO  dOtOOV 

a  a  review  of  trie  liter ature  was  conducted  to  obtain  a  general 
•'■now ledge  arid  understanding  of  previous  efforts  to  specify  productivity 
b  Using  variations  of  some  of  the  studies  found  in  the  literature,  a 
moae!  arid  methodology  to  follow  were  formulated. 

l  Clinician  productivity  was  measured  as. 

(a)  A  product  of  patients  seen  and  category  of  visit  to  yield 
care  units  per  hour  Units  per  hour  relates  tine  number  of  visits  in  each 
v 1  s * t  categor  y  to  a  time  standard  ( l  unit  =  10  minutes),  e  g  a  twenty 
minute  visit  eauais  two  units  The  number  of  units  expected  to  be  seen 
w  as  ba^ed  upon  the  histor  ical  patter n  of  time  of  visit  for  presenting 
diagnosis  arid  upon  results  of  tine  USC  Studv  of 
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intri  'id'  Medic me  Practices  with  resulting  iistino  of  the  mean  minutes 
he '  encounter  for  30  leading  principle  probierns,  by  First  Encounter  and  by 


Pf  mcmai  (.normal  Patient  “Clinician)  Encounter. 

>  b '  Proportion  of  total  number  of  patients  seen  dun  no  one  day 
to  tne  total  number  of  professional  hours  worked  (the  literature  indicated 
that  sevri’i  patients  can  be  expected  to  be  seen  per  three  hour  session r 
3  tie  t  f  i  o  d  o  1  o  q  y  f  o  1 1  o  w  e  d 

\a>  inquiry  was  made  of  clinician  staff  as  to  their  estimate 
of  most  appropriate  length  of  patient  visit  per  type  of  case  -  for  most 


common  diagnoses. 

(b)  Clinician  staff's  work  hour  was  divided  into  six  units 

(c)  Clinicians  were  provided  with  for  m/ check  list  to  account 
for  their  units  of  time  (see  Appendix.  A).  The  checklist  included  slots  for 
time  spent  directly  with  the  outpatient,  on  record  entries,  waiting  for 
patients,  on  professional  readings,  on  military  o<  ■  les,  on  inpatient  duties, 
on  Medical  Officer  of  the  Day  (MOCd/Emergency  Room  duties,  on  the 
telephone,  arid  m-transit  w  ithin  the  hospital 


n.i)  Respondents  were  Questioned  as  to  non-patient  care 
practice  factors  such  as  vacation  and  illness. 


(e)  Through  use  of  a  chart  review  and  a  Questionnaire  (see 
Appendix  B).  the  following  patient  factors  were  analyzed,  new  or  return 
Patient,  type  of  disease,  number  of  diagnostic  tests  ordered,  number  of 
therapeutic  procedures,  number  of  patient  problems  dealt  with  by  the 
clinician  during  the  visit,  and  the  age  of  the  patient. 


u 


<f  <  Patient  factors  were  analyzed  in  regard  to  clinician  time 
soent  with  the  patient. 

id)  Each  clinician  in  the  study  was  surveyed  over  one  3-day 
period  (M-W)  and  a  subsequent  2-dav  period  (Th-F)  during  the  period  13 
Mav  -3  June  1967.  (Some  clinicians  had  limited  days  spent  in  the  clinic 
and  were  surveyed  for  those  davs  only.  The  data  for  this  small 
representation  was  consistent  with  the  rest  of  the  input.) 

(h)  The  data  was  analyzed  to  see  how  much  time  an  individual 
clinician  might  be  expected  to  spend  in  direct  patient  care  per  week. 

Based  upon  previous  studies  in  the  literature,  it  was  estimated  that 
approximately  2-hours  daily  is  spent  on  activities  non-recoverable  to 
direct,  services  productivity  and  thus  the  number  of  outpatients  actually 
seen  was  expected  to  be  reduced  to  allow  for  this  time. 

c.  A  listing  of  primary  patient  conditions  presented  at  the  Internal 
Medicine  clinic  was  obtained  using  information  as  obtained  from  the  staff 
from  completion  of  a  questionnaire  (see  Appendix  C). 

d.  The  methodology  was  validated  through  input  from  personnel 
from  the  Army's  Academy  of  Health  Sciences  and  from  personnel  on  the 
GL'WACH  staff. 

e.  Interviews  were  conducted  with  the  Medical  Department  and 
internal  Medicine  Clinic  Chiefs,  soliciting  their  support  and  input.  These 
interviews  were  conducted  after  initial  formulation  of  methodology  so 
that  a  structured  interview  (with  specific  direction)  could  be  used  to 
obtain  their  insights  and  assistance,  especially  regarding  methodology 
steps  b.  c.  d,  g,  j,  and  k. 

f  interviews  were  conducted  with  the  remaining  staff  in  the 
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interna’  ‘'ediune  Clime,  soliciting  the ir  support  and  input.  As  in  e  above, 
ti'iesr  interviews  were  conducted  after  initial  formulation  of  methodology 
?o  that  a  structured  interview  (with  specific  direction)  could  be  used  to 
up fam  tneu  insights  and  assistance,  especially  regarding  rnethodoiogv 
steps  P,  c .  d,  o,  i.  and  k 

o  md  ii'i  cieoffi  study  of  the  present  svstern,  to  include  the  mission, 
Oufjt a.  u-aanizationai  structure,  and  management  practices,  as  well  as 
sfan  mo,  soace  utilization,  case  mix,  patient  acuity  and  patient  care 
scheduling  was  conducted.  This  study  provided  insights  into  the  demands 
made  upon  the  health  care  providers  in  the  GLWACH  setting.  Provider 
variables  that  were  anticipated  to  be  incorporated  into  the  GRP  as  a  result 
of  this  review  included,  but  were  not  limited  to.  Quality  Care,  for 
example,  as  indicated  by  physicians  practicing  in  the  Internal  Medicine 
Clinic,  concern  that  more  time  is  needed  for  follow-up  visits  (30  minutes) 
ancJ  tor  new  appointments  (60  minutes)  than  is  allowed  through  the  current 
appointment  schedule  which  allows  20  and  40  minutes  respectively,  ward 
rounds,  phone  consults  (both  incoming  and  outgoing  calls),  special  patient 
procedures,  charting  and  dictating,  physicians  covering  ER  while  serving 
as  i  iuD  -  which  aiso  means  time  away  from  the  clinic  plus  probable  time 
ot  t  tne  ne».t  day,  GA  records  review  and  other  Q A.  activities,  committee 
meetings.  mandatory  military  training  requirements,  et  cetera 

n.  Tne  model  was  applied  using  Internal  Medicine  Clinic  input 
i  The  results  were  analyzed 
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i  Current  productivity  measurements  through  use  of  MEPRS, 
etc  nation  Review  arid  ACCESS  were  discussed  with  program  users  in 
O'  de''  to  obtain  a  better  understanding  of  data  collected  and  utilized. 

r  A  review  of  data  collected  for  the  same  time  period  of  the  study 
Pv  the  current  measurement  systems  was  conducted  and  a  comparison  was 
made  with  the  study  data. 
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ii  DISCUodIGN 


General 


'general  Leonard  Wood  Army  Community  Hospital  (GLWACH)  is  a 
Genera’  nospitat  support  mo  Fort  Leonard  'Wood,  Missouri,  arid  seven  health 
>.  i  iincs  in  i  our  st<  ates  GLWACH,  a  500  Led  facility  currently  ooeratino  156 
Pros,  selves  approximately  51 ,690  personnel  in  the  immediate  catchment 
area  ~  -  i o, 1  -O  Active  uuty,  9 / 16  Dependents  of  Active  Duty,  ^o,965 


retirees  ano  dependents  o?  retirees,  and  the  remainder  Pei  no  civilian 
r'l'ipiovres  and  other  personnel  (figures  as  of  ard  Quarter,  Fiscal  /ear  67). 

ivv i e  w  cd  hospital  wide  daily  clinic  visits  reveals  that  out  of  la<35  1 
oat  lento  seen  in  third  Quarter  FY87,  5a%  were  Active  Duty  Military,  2117 


Dependents  of  Active  Duty,  18%  Retired  Military  and  Dependents  of  Retired 
Military,  and  8%  Other  Furthermore,  out  of  -42,0 1 4 clinic  visits  in  the 
first  three  quarters  of  FY  87,  21 16  were  to  the  Internal  Medicine  clinic. 


The  inpatient  daily  census  averaged  125.1  for  third  Quarter,  FY  87,  with  an 
average  of  approximately  17  medical  patients. 

The  General  mission  of  GLWACH  is  to  provide  the  highest  standards 
of  duality  health  services,  both  inpatient  and  outpatient,  to  authorized 


personnel  Limited  resources,  especially  the  limited  availability  of 
piOvidt'C  arid  ancillary  staff,  necessitates  priority  of  services  first  to 


act^e  dutv  members,  second  to  dependents  of  active  duty  members, 
thirdly  to  retirees  arid  dependents  of  retirees,  and  fourthly  to  others  No 


'  ..it went  v;  -ervces  has  occun  ed.  but  adherence  to  the  priority 
•. r  a  m  reouwea  i  he  number  of  patients  see?  mo  health  rare  is  for 
.  -.if "■  r ; i v  muSO: tai  services  than  are  the  .  esour ces  to  pr ovicie  that 
r < 7 u:if ion  is  esoecialiv  true  in  the  internal  Medicine  Clinic. 

*> a-  .>eoi  ember  '98/,  t  her  e  were  some  300  patients  on  a  wait  wo 

'  ’  :  !  I  \  i  •  i_  '  |r—  V  S  t  C*  f  •  ' 

■ 1 •r.rerr.a-  >  irdic  we  Service  s  t unctions  include  the  diaonosis. 

'  :i"r  ff  eotfi «ent.  ana  pruper  medical  disposition  of  patients,  clinical  arid 
'"'Suit at ive  s-fv  ices,  medical  care  evaluations,  preparation  and 
submission  or  records  and  reports,  and  professional  trammo  it  is 
vi' u  am  zed  as  part  of  the  Department  of  Medicine.  Other  departmental 
s-i  vices  include  Dermatoloov,  Allerov,  and  Pediatrics.  During  the  study 
L'-i  >vd  of  i  lav  and  June  i  967.  the  Medicine  Clinic  itself  was  staffed  with  a 
'•.met .  whose  or imarv  specialty  was  internal  Medicine  with  a  subspecialty 
or  oastr center o  1  oo  v .  five  Internists,  and  two  Adult  Nurse  Practitioners 
i  wo  O'  the  internist s  were  two  years  out  of  residency  trammo  and  two 
ofiier s  were  one  year  out  of  their  residency.  Three  of  the  Internist'  w-3'-0 
depart  wo  w  middle  to  late  June  for  Fellowship  trammo  and  the  other 
•  ntermst  was  depart  mo  the  first  part  of  Auoust  for  additional  trawina 
."■e  c> *  the  Adult  Nur-~  Practitioners  was  also  depart l no  in  late  June  for 
advanced  tr awwo.  All  of  the  deoartees  were  scheduled  to  be  replaced, 
t'luuoh  there  would  be  two  to  si*  weeks  elapsed  time  prior  to  replacement. 
The  turnover  of  personnel  is  an  annual  problem  in  the  Internal  Medicine 
clinic,  one  that  contributes  to  disruption  of  continuity  of  care  and 
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me^m'iie  3  mnu'  once  to  ixoduc 1 1 v i tv  Remaining  <_  i  1  n i <;  staffing  includes  a 
ii.'j  -i.ommissiuned  on  icer-ln-charcie  to  coordinate  the  administrative 
■ 1  :r’r  mo  too  o i  imc.  a  5ecr  etary.  a  Receptionist,  and  both  a  Licensed 
act  Kai  Nurse  <LPN)  arid  a  nursing  assistant  to  assist  with  Oscooy 
nr  ‘.m  oO'ji  os 

Poser jjjtjQii  Current  Clinic  Operations 

staff  Clinicians  aro  each  provided  an  office  with  an  adioininci 
patient  treatment  room  Patients  report  to  the  receptionist  and  are  looped 
in,  tnen  are  seated  The  clinician  himself /her self  walks  to  the  reception 
area,  picks  op  their  n<r.*.t  patient  s  r ecords,  arid  calls  foi  the  next  patient. 
The  patient  is  escorted  PacK  to  the  Clinician  s  off  ice  where  they  are 
seated  arid  a  history  is  taken.  The  patient  then  moves  to  the  treatment 
f morn,  removes  appropf  iate  ciothinoi,  and  is  examined  by  the  clinician  i  he 
clinician  tnen  does  Pact  into  the  office  and  awaits  the  patient’s  redressing 
and  return  through  the  office  Further  discussion  is  conducted  at  this 
time,  if  for  no  other  reason  than  the  fact  that  the  patient  must  traverse 
through  the  clinician's  office  to  depart.  (In  fact,  there  is  a  door  to  the 
patient  treatment  room,  but  patients  are  rarely  requested  to  depart 
through  it.)  During  the  course  of  the  history  taking  and  the  exam  itself, 
interruptions  often  occur,  caused  by  telephone  calls  from  personnel 
outside  the  clinic  calling  directly  to  the  clinician  rather  than  through  the 
receptionist  and  from  the  receptionist  transferring  calls  to  the  clinicians 
pome  of  the  calls  from  patients  or  from  other  clinicians  seef  mg  consults 
are  locoed  by  the  clinician  and  workload  credit  is  captured,  but  a 
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Sign'd  i c si 1 1  number.  as  observed  bv  the  author,  are  not,  thus  workload  data 
is  host  Additionally,  patients  needing  only  prescription  renewals  walk  up 
to  the  receptionist,  who  ioqs  them  in  and  then  awaits  the  Medical  officer 
of  tne  Ddv  v'f '100/  -  a  duty  rotated  between  the  physicians  •  or  another 
aupropr iate  clinician  to  Pe  available  to  review  the  medical  record  and  sion 
the  new  prescr iption  ton  which  the  receptionist  has  already  filled  out  the 
aoministr ative  information)  in  the  current  workload  measurement 
-vStrm,  tire  physical  see i no  of  a  patient,  the  phone  consult  (when  looped). 
a1  'd  the  !  rwr  it  mo  of  a  prescription  all  receive  the  same  credit  for  a 
pat ienr  visit,  thouon  obviously  sionificant  differences  emst  in  the 
individual  clinician's  work  efforts  to  accomplish  each. 

Normal  clinic  hours  are  from  0730-1630  Monday  through  Friday, 
except  holidays  Clinicians  normally  arrive  sometime  between  0700  and 
0730  and  proceed  immediately  to  make  rounds  on  the  inpatient  wards. 

They  are  usually  ready  to  begin  seeing  clinic  patients  between  the  hours  of 
0300  and  0330.  Most  of  the  clinicians  make  ward  rounds  again  in  the 
afternoon  prior  to  going  home,  thus  sometimes  not  leaving  the  hospital 
untii  1 700- 1 6o0  hours  or  later.  One  of  the  Internists  is  designated  as  the 
I  ledicme  Officer  of  the  Day  (MOD)  and  must  be  available  tr>  respond  to  any 
emergency  Situation  in  the  Emergency  Room  or  in  any  other  locat'on,  eg. 
mtensive  Care  Unit,  in  the  hosp'tal  The  MOD  also  is  the  clinician 
•-esponsipie  for  the  waif -in  patients  who  are  referred  to  the  clinic  for 
-arue-day  consults  from  other  clinics  in  the  hospital.  The  MOD  is  thus 
t" -moted  from  scheduled  appointments  for  that  day  of  duty,  though  they 
may  have  self -scheduled  return  patients  to  be  seen  on  the  day  of  their 


23 


I  ~K’U  duty 

ADDointments  are  scheduled  in  one  of  two  manners.  One  is  by  the 
clinicians  themselves  with  what  is  called  blue  time.  This  period 
consists  of  the  momma  hours  and  is  provided  for  the  purpose  of  clinicians 
Pei nq  able  to  schedule  chronic  patients  who  they  wish  to  see  on  a 
fi  eduent,  perhaps  weekly,  basis,  to  schedule  time  for  special  procedures, 
to  schedule  time  for  completing  medical  records  and  quality  assurance 
reviews,  etcetera.  The  other  manner  of  scheduling  appointments  is 
through  the  Patieht  (Central)  Appointment  System  (PAS).  Six  weeks  in 
advance  of  actual  appointment  weeks,  the  clinicians  provide  PAS  with 
their  available  afternoon  appointment  hours.  Patients  then  call  PAS  for 
routine  follow-up  appointments  and  first  time  (new)  appointments. 

Routine  patients  are  scheduled  at  fifteen  minute  intervals  and  new 
patients  at  thirty  minute  intervals.  When  the  clinician  is  first  assigned  to 
the  clnic  and  lacks  experience  with  clinic  procedures  these  times  are  set 
at  twenty  minutes  and  forty  minutes  respectively.  After  two  months 
experience  the  times  are  reduced  No  adjustment  in  time  of  appointment 
is  provided  based  upon  the  patient’s  own  diagnosis,  nor  would  it  be 
feasible  to  do  so  in  light  of  the  lack  of  medical  qualifications  of  the 
clerical  staff  making  the  appointments.  A  hospital  study  of 
decentralization  of  all  appointments  is  underway,  though  the  medical 
clinic  is  not  one  of  the  test  clinics  for  such  a  system. 

Clinicians  are  confronted  with  a  number  of  responsibilities  which 
take  them  away  from  clinic  productivity.  These  include  attending  clinic 
and  department  meetings,  attendance  at  mandatory  military  reauirements, 
such  as  the  physical  training  test  and  safety  training,  professional 
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cont inuinq  education  presentations  given  in  6LWACH  (when  the  clinicians 
can  break  away  to  attend  such),  and,  staying  current  with  their 
professional  literature  As  is  apparent,  there  are  many  demands  on  the 

clinicians'  time. 


There  are  a  number  of  reports  currently  relied  upon  by  management 
to  measure  work  output  of  hospital  personnel  and  in  computation  of  the 
cost  of  doing  business.  One  of  the  primary  tools  now  used  is  the  Direct 
Expense  Schedule  (DES).  This  system,  in  which  costs  are  assigned  to  each 
work  area,  records  and  tracks  utilization  of  funds.  The  hospital's  overall 
resources  consumption  is  divided  among  six  general  areas;  inpatient  care, 
ambulatory  care,  dental  care,  ancillary  services,  support  services,  and 
special  programs.  The  first  three  of  these  are  fairly  self-explanatory. 
Ancillary  services,  whose  weighted  workload  is  reflected  in  the 
Automatic  Source  Data  (ASD),  refers  to  those  services  in  support  of 
patient  care  in  such  areas  of  radiology,  laboratory,  and  pharmacy.  Support 
services  are  related  to  administrative  and  management  functions,  to 
include  buildings  and  grounds  and  food  services,  et  cetera.  Finally,  special 
services  relate  to  things  such  as  patient  transportation/transfer  costs, 
public  neaith  services  and  other  programs  that  consume  resources  but  do 
not  provide  direct  patient  care.  All  hospital  workload  not  captured  by  the 
ASD  is  accounted  for  in  the  Expense  Assignment  Stepdown  (EAS).  Each 
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wOi>  center  is  ess i one d  a  Uniform  Chart  of  Accounts  (UCA)  code  so  that  all 
e« censes  related  to  work,  provided  in  that  center  can  he  assigned  to  that 
center,  to  include  non-oersonnel  expenses  and  herformance  data,  as  well 
as  Full  Time  Eouivaient  vFTE)  man-rnonths  and  salary  expenses. 

DE5,  A.5D,  EA5  and  UCA  functions  are  subsections  of  the  Medical 
C'bense  Performance  Report  mo  System  (tIEPRS).  The  MEPR5  combines 
"'s  and  wor*  in  an  attempt  to  determine  how  much  time  it  tafes  to 
operate  each  work  center,  and  includes  supply  and  overhead  costs.  A. 
further  subsection  of  the  MEPRS  is  the  Uniform  Staffing  Methodology 
UJSM),  the  collection  system  for  manhours  data.  The  USM  lists  every 
position  in  the  hospital  according  to  Table  of  Distribution  and  Allowances 
(TDA)  line  number,  and  the  number  of  hours  each  incumbent  is  credited 
with  working  each  day.  A  designated  person  in  each  work  center  is 
responsible  for  collecting  and  reporting  the  number  of  hours  each  person 
was  at  work  (normally  the  input  for  this  is  based  upon  the  individual’s 
recollection  at  the  end  of  the  week  as  to  their  hours  at  work  for  the 
proceeding  week ),  and  these  hours  are  classified  as  "available  hours."  Also 
reported  are  hours  incumbents  are  not  available  due  to  being  on  leave, 
pass,  sick  leave,  on  holiday  time,  etcetera,  and  these  periods  are 
considered  "not-available"  hours.  The  third  ingredient  to  the  USM  is  called 
assigned  hours"  and  consists  of  normal  operating  hours  (eight  hours  a  day) 
in  a  month  (to  include  holiday  time).  Twice  a  year  each  clinician  is 
surveyed  as  to  his/her  best  guess  of  the  percentage  of  time  he/she  spends 
in  each  work  center  For  example,  an  internist  might  say  he/she  spends 
35%  of  time  in  the  Internal  Medicine  inpatient  area,  60%  in  Internal 
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Medicine  Outpatient  Clime,  and  5%  with  Cardiology  inpatients.  This  latter 
;niO'‘reation  is  then  applied  to  the  USM  to  determine  assignment  of  work 
boors  (arid  related  personnel  costs)  to  work  center  s.  Workload  data  as  to 
number  of  clinic  visits  credited  and  number  of  inpatient  work  units  earned 
Pv  work  center  can  Pe  obtained  from  the  11EPR5.  This  workload  data  is 
dependent  tor  accuracy  m  the  various  accounts  upon  proper  report  mo 
ok'  accounting  t or  each  visit,  (and  visits  include  all  phone  call  consults, 
prescription  rewrites,  et  cetera)  This  reporting  was  observed  to  be 
napoo zaro  and  suspect,  especially  regarding  blue  time  (Physician 
self-scheduled  appointment  time)  and  phone  calls  made  directly  to  the 
ohvsician  inpatient  data  comes  from  the  Patient  Administration  Division 
arid  can  be  considered  accurate  as  each  ihpatient  is  indeed  physically 
present  and  assigned  to  a  service.  This  data  is  then  applied  to  a  locally 
developed  Utilization  Review  system  which  incorporates  criteria  from  the 
Army's  Staffing  Guide  as  to  the  number  of  clinic  visits  and  number  of 
inpatients  needed  to  justify  the  assignment  of  clinicians.  For  example,  in 
Internal  Medicine  300  clinic  visits  per  month  are  needed  to  justify  a 
physician  and  one  physician  is  justified  for  each  thirty  occupied  beds.  An 
analysis  of  this  information  may  be  used  to  discover  how  many  clinicians 
are  justified  based  upon  workload.  Each  clinician  is  reviewed  individually 
as  to  their  contribution  to  the  clinic's  total  productivity.  Thus  the 
percentage  of  time  that  the  clinicians  themselves  indicate  they  spend  in 
earn  wort  center,  their  estimate  of  total  hours  spent  at  work  each  day, 
arid  clinic  visits,  numbers  of  Questionable  accuracy,  are  used  to  measure 
productivity  it.  is  of  concern  that  the  acuity  of  the  patients  being  treated 
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b.  e^cn  clinician  is  not  recorded  in  relation  to  work  performed.  A 
'/■  iru.;  ian  see 'no,  root  <r  acute  patients  and  thus  spend  i  no  more  time  with 
eacn  visit  would  he  f  eported  as  seeing  less  patients  and  would  appear  on 
paoer  nut  to  oe  contributing  his/her  fair  share  of  the  workload  Trie 
cun  ent  system  does  provide  a  relatively  simple  method  of  analyzing  work 
Center  productivitv  and,  if  applied  uniformly,  could  be  used  to  obtain  a 
general  picture  of  the  hospital's  output.  An  assumption  in  the  current 
system  is  that,  things  will  balance  out,  for  example,  the  time  spent  with 
acute  patients  will  be  balanced  with  the  little  time  spent  with 
prescription  rewrites,  or  that  uncounted  workload  will  balance  against 
uncounted  hours  worked.  The  resources  needed  to  implement  an  improved 
methodology  might  be  prohibitive  to  the  installation  of  such  a  system,  but 
[tie  clinicians  place  little  credibility  in  the  current  system.  They  do  not 
believe  if  reflects  a  true  picture  and  thus  they  just  go  through  the 
motions  of  data  input.  Additionally,  they  conclude  that  the  number  of 
Clinicians  assigned,  and  the  other  resources  provided,  have  little  to  do 
with  urns  data.  Rather,  they  believe  that  historical  patterns  of  allocation 
of  resources,  the  amount  of  resources  available  to  the  Army,  arid  the 
reallocation  of  resources  to  problem  areas  (caused  by  limited  resources), 
that  tan  no  longer  be  ignored  due  to  public  outcry,  are  used  in  determining 
which  facilities  receive  which  resources. 

Analysis  Clinician  input 

A  survey  regarchnq  Productivity  Factors  (Appendix  C)  was 
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presented  to  the  seven  internal  Medicine  clinicians  and  each  clinician  was 
individually  interviewed.  Their  resoonses  reflected  the  above  mentioned 
fr-rhnd  that  portrayal  uf  patient  numbers  alone  does  not  reflect  the  actual 
time  needed  to  be  taken  with  patiehts.  The  unanimous  consensus  was  that 
a  new  patient  normally  takes  almost  twice  as  long  to  see  as  a  return 
patient  does,  with  documenting  of  patient  History  and  Physical  being 
responsible  for  the  additional  time.  Table  1 ,  derived  from  information  on 
each  clinician  gathered  in  the  clinic  during  periods  of  observation,  does 
reflect  an  increase  in  time  needed  to  examine  a  new  patient  versus  a 
return  patient,  but  the  average  length  of  the  increase  does  not  approach  a 
doubimo  of  time.  Clinicians  also  felt  that  their  patients'  average  age  was 
hi  oner  than  tor  other  Clinics  and  that  these  older  patients  have  more  than 
one  presenting  problem,  thus  their  exams  take  longer  than  those 
o f  p at  ie n t s  i n  o then  clinics 

A  1 977  University  of  Southern  California  study1  found  that  General 
internists'  patients  do  tend  to  be  disproportionately  older  as  compared  to 
the  census  estimates  for  the  population  as  a  whole.  For  example,  though 
the  U.5  population  is  estimated  to  be  1 1.1%  in  the  age  group  45-54, 
general  internist's  patients  are  15.9%,  in  the  age  group  55-64  the  U.5, 
estimate  is  9.3%  and  the  Internist's  patients  are  19.8%,  and  finally  in  the 
age  group  65  and  over  the  u.5.  estimate  is  10.5%  whereas  the  Internist's 
patients  are  at  34  9%.  Table  1  reflects  that  the  average  6LWACH  Internal 
f  iedicine  Clinic  patient  is  53.4 years  of  age,  thus  confirming  the  older  age 
of  patients  who  are  seen  m  the  clinic. 

Similarly,  as  shown  in  Table  i,  it  was  found  that  the  number  of 
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A 


D 


F* 


6* 


AV6 


AvQ  Visit  Time 
of  New  Patient 
in  Minutes 

AvQ  Visit  Time 
of  Return  Pt. 
in  Minutes 

AvQ  ■*’  Of 

Problems  per 
Patier  it 

AvQ  s  of 

Diagnostic  Tests 


Per  Patient 

1.47 

.29 

.25 

.88 

.8 

1.87 

1.57 

1.41 

AvQ  *  of 

Therapeutic 

Procedures 

Per  Patient 

.05 

.23 

1 

.05 

.25 

3.22 

.17 

.76 

Avg  Patient 

Aqe 

52.3 

58.1 

53.7 

46.3 

53.1 

49.9 

54.9 

53.4 

36.7  17  25  22  25  33.3  344  30.98 


30  249  18.7  20.8  11.6  21.8  29  2  23.3 


1.88  1.17  1.37  2.13  2.13  1.74  2.65  1.99 


*Note.  Clinicians  F  &  G  were  Adult  Nurse  Practitioners. 


Table  1.  Patient  Related  Factors  per  Clinician 
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Orest- nt ina  problems  from  the  average  oatient  was  almost  two  problems 
1 1  99 ’>  oer  visit  Dun  no  the  oatnering  of  the  data,  it  was  observed  that 
thr;  e  were  a  number  of  patients  who  arrived  with  three  and  four 
o  Of  op  taints  Thus  the  clinicians'  intuition  was  substantiated  in  tne 

:  uvdinos  of  this  studv 

Providers  indicated  that  they  were  required  to  do  numerous 
non-hand s-on  patient  care  activities  for  which  the/  currently  receive 
little  to  no  credit.  Thinos  such  as  military  duties,  meetings,  Quality 
Assurance  efforts,  patient  coordination  with  the  Laboratory  and  X-Ray,  and 
professional  staff  conferences  were  mentioned  prominently  as  examples 
of  part  of  the  job  that  the  "system"  doesn't  allow  time  for  in  its 
productivity  measures.  The  Daily  Survey  of  Clinician’s  Work  Time  as 
captured  by  the  Provider  Lug/Diary  (Appendix  A),  the  results  of  which  are 
reflected  in  Appendix  E,  indicate  for  each  provider  that  a  significant 
percentage  of  time  is  spent  in  "other"  activities  (Column  12)  and  "Military 
Duties '  (Column  9)  such  as  those  mentioned  above  Paragraphs  'c'  of 
Appendix  E  also  ret  iect  large  amounts  of  time,  ranging  from  13%  to  77%  of 
time  m  a  given  day,  in  individual  clinician  activities  that  are  not  direct 
hands-on  oatmnt  care  (not  actually  face-to-face  with  the  patient).  These 
findings  are  in  keeping  with  the  Burkhart  &  Schultz  year  long  studv  which 
revealed  only  59%  productivity  time,  19%  absence,  and  21% 
non-recoverable  time  for  the  average  clinician4-’  and  suggest  an  even 
greater  diversion  from  productive  time.  Most  of  the  clinicians  indicated 
thev  earn  "compensatory  time",  that  is,  they  work  more  than  an  eight  hour 
day,  with  the  physicians  particularly  indicating  one  to  two  hour  daily  work 
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hour  extensions.  They  attribute  this  to  a  combination  uf  inpatient 
requirements  and  not  having  enough  time  to  complete  the  "other" 
requirements  of  the  job  during  the  normal  eight  hour  day.  Few  of  the 
clinicians  actually  take  compensatory  time  off.  Fortunately,  with  the 
group  type  practice  the  clinicians  operate  in,  they  indicate  that  they  are 
able  to  take  vacation  time  to  get  away  for  rest  and  recuperation  periods. 

The  Clinicians  were  uniformly  in  agreement  that  the  visit  numbers, 
as  presently  collected,  do  not  appropriately  reflect  the  time  spent  with 
patient  care.  Table  2  supports  this  contention.  Reviewing  the  figures 
presented,  one  observes  that  a  significant  percentage  of  a  clinician's  time 
is  spent  on  prescription  rewrites,  Put  these  normally  oniv  take  a  matter  of 
minutes,  vet  they  still  receive  the  same  workload  credit  as  do  lengthy 
examinations.  A  prudent  clinician  would  be  wise  to  ensure  they  get  to 
perform  their  fair  share  of  prescription  rewrites  so  that  their  total 
productivity  looks  good.  This  circumstance  reflects  a  workload 
measurement  system  that  sends  mixed  messages  regarding  productivity 
expected,  invites  gaming,  and  even  punishes  a  clinician  who  takes  on  more 
serious  and  lengthy  examinations.  A  new  measurement  system  needs  to 
be  developed  that  gives  more  weight  to  the  involved  activities  than  to  the 
easier  procedures.  The  Productivity  Measurements  of  this  study  attempted 
to  provide  some  insights  into  this  type  of  system. 


Analysis.  Productivity  Measurements 

the  model  developed  for  this  study  takes  into  consideration  the 


32 


5 


>_  i  i  i't  i  C  1  df’iS 

•**  rs 

u 


E 


6**  H** 


O' edited  t'v  35  57  56  65  4! 

i  it  »-R  a"* 


i  38  62 


L:v  i  ype 
0 t  v  '  3 '  t 
( P «rf  data 

from  thiS  StUGv) 


Appoint- 

57.5 

46.7 

19.7 

1 3.6 

21.9 

2.4 

0  / .  1  0 1 .  j 

ruents 

w.jit  -  ins 

!  5  0 

1  o  ~7 

l  0 .0 

1.8 

1 0.6 

- 

- 

86  6.5 

consults 

- 

3  3 

0.5 

24.2 

- 

1  1.9 

- 

'Jietiio 

L.  J 

- 

- 

- 

- 

f  .  \ 

6  4 

Gold  T i< 

- 

- 

- 

i  .5 

t  '*S  -■*» 

1  L..L 

9.5 

6  4 

BP  Cneci 

- 

o  3 

- 

1.5 

- 

2,4 

8  6  6  5 

k  ho  i.e 

20 

- 

1  3 

6 

24.4 

- 

11.4  96 

Kfe-pcr ipt 

Rewrites 

5 

28.3 

77  O 

/  J.Z 

*f  c 
HZ  J 

41.4 

66.6 

z  1 .4  1 0 

~  For  periods  of  two  to  nine  total  days  depending  upon  the  clinician 
**  Adult  Nurse  Practitioner 


Table  2  MEPRS  Credit  &  Type  of  Visits 
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o* 1  >  i. i>ne  tan.cn  to  accomplish  them  as  assumed  t or  othei  w or k  session 
:i'. t ■  v • i es  i  ru s  metnuooiodv  estaoi ishes  si *•  units  as  ti ie  tar oet  caoauitv 
~  pt  Odoc t IV . t v  moc>  peiow  si x  tor  the  wore  sessioi'i  indicates  that 
proouc  live  uaoacHv  still  exists  wner eas  i  tour  es  above  six  indicate  output 
o' v  >■ "-  tne  nor  m 

i  f"~  dat 3  worn  Hid i ./ njij.a i  Clinicians  observed  in  this  studv  i s 
O'  rse/'ted  in  Appendix  c  Tne  f  itjur es  in  Appendix  E,  oaraaraohs  a’ ,  re*  <ec  t 
tne  oo*  t ior.  of  tin-'  wori*  session  attr  ibutabie  to  direct  oat ient  care,  and 
n  !>r  t  i.i  ■  a  i  pi'ouuL  t  j  v  i  t  v  *  or  the  session  is  indicated  as  the  rota!  units 
wotu  ed  Also  indicated  are  the  MEPPb  counted  visits  attributed  to  a 
particular  Clinician  dun  no  the  won  session  v  to  permit  comparison  with 
t tier  c or r ent  SvSten i  > 

i  ire  svstem  as  deveioped  did  not  provide  for  a  determination  of  the 
aopi  upi  iateness  of  tne  iencjth  of  time  to  conduct  a  particular  examination 
-ic'ii.-s  peedic f cd  values  for  particular  type  of  examinations  were  arrived 
af  pv  u:c  or  me  ubu  ;>' udv  data  '  Appendix  F)  and  times  locadv  developed 
as  i  -f  -ected  iri  the  nute  at  Appendix  u  This  ailuws  for  an  evaluation  of  a 
c  i ' n i u i iiivs  productive  work  that  a i so  compares  it  to  some  standards  fur 
pin  .'\i  i  ar  e*  am  mat  ions  ror  example,  an  analysis  c»f  c  i  i  r<  •  c  ian  on  t  *  * » •-. 
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“  L-'  r  j  leu  St3|!Ci3i  '.I  oOlh  u  i  ilViCi3n5  u  and  ri  are  f  3ii  iv  avel’aue 
r;  :  >.  r ,  w  i  *  !’•  3  S'idhT  fot  3!  product  iv  it  v  edge  tO  Clinician  o,  especially 
1  '  -  i tv  '.'  iv  predicted  Standard  *  Assignment  Of  internal  f  led  1C  me 

Sim '0.:ir,J5  tO  Nuf SO  ►mact  1 1  iOners  -  C 1  luiC ians  G  and  H  -  may  not  Dr 
3PP-:  0D>  'd'.r.  t ■  M.'u'jp  f 01’  Dui'DOSrS  Of  COfVipaf  Wg  the  tWO  Of  them  it  iS  f  aii'  to 
3PP ' v  ‘Dr  Same  it  Si'ida'd  tO  each  -1  Clinician  G  WdS  1‘rdiiv  buSy  00  ddy  two 
Ovid  it  ation  o«  the  itandard  would  indicate  hr/ she  wasn’t  as  off  ic foot  in 
eat  mo  patients  oo  that  dav  The  use  of  a  standard  is  advantageous,  out 
development  of  standards  for  Doth  physicians  and  nurses  in  the  military  is 
proodDiv  still  not  vet  feasible  Perhaps  the  use  of  a  Diagnostic  Related 
•y  0uD  type  iv  stern  w  i  th  weioiits  assigned  to  types  of  patient 
conditions  would  oe  appropriate  however.  Collection  of  the  data  would  be 
a  pr  MpipiV/  tnat  wouid  nave  to  be  resolved. 

review ino  foe  nurnoer  of  patients  seen  per  hour  of  wort.  provides 
ado >  t '  C'oa  f  soil  ant  into  provider  productivity,  as  well  as  providing 
management  with  an  idea  of  now  much  pr oductive  time  daily  is  actually 
snen'  ov  c  'inicians  m  hands-on  patient  care.  Appendix  E,  ParaGraphs  ’D”, 
ret  Sect  tms  information  The  numbers  indicate  the  patients  seen  over  the 


entire  won  session,  first  number  of  sub-par aoraphs  <a)  and  (D),  and  the 
patients  seen  dunnci  the  concentrated  appointment  periods,  second  number 
o<  sup-paraorapi'is  and  <b).  Additionally,  review  ino  just  appointed 
oat ients  <oar aoraphs  a  )  versus  incorporating  all  other  types  of  visits 
•.oar aoi  apns  P  >,  to  include  prescription  rewrites,  provides  msidhts  into 
c  •  hvc ians  see  mo  the  harder"  patients  versus  those  patients  that  are 
easiec  Put  wuicn  under  the  current  sv stern  receive  eouai  producfwity 
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vc'jst  e  i.omoar ision  between  Clinicians  G  and  H  indicates  that  Clinician 
n  r>ees  ivior e  patients  Dei'  hours  worked  but  due mg  the  concentrated  oatient 
aDDOM.tr, -,ent  periods.  clinician  G  is  a  little  more  productive  One  could 


Sui  hiise  tnat  uorcc  ian  c  is  not  providing  as  much  over  ail  fiands_oo  patient 
cam-  as  •„  1  mic  ian  H,  but  when  patient  care  is  provided,  Clinician  G  is  more 
adept  at  providing  it.  {lore  in-deoth  monitor i no  of  Clinician  G's  patient 
c ar r  time  troont  oe  appropriate  to  insure  that  he/ she  is  not  allow inci  too 
:  a:  v  otner  act  iv 5  ties  to  impinge  coo  clinician  o  s  pat ient  care  time 

-oj'jmQ  in  tne  evtra  visits  in  paraoraph  (D >  Sicimi  icantly  increases 
t!'-r  oroouC 1 1 v 1 1 v  indicators,  but  without  accounting  for  type  of  visit  This 
:-.-;me  comment  is  applicable  to  the  physician  clinicians  c  lime  ian  s  C  arid  c 
appear  to  pe  particularly  adept  at  garnering  workload  beyond  that  acouireo 
dun  no  routine  patient  appointments.  .Additionally,  Clinician  C  reflects 
small  numbers  of  patients  seen  during  the  day,  Put  is  highly  proficient 
during  concentrated  patient  care  periods.  Clinician  C  lacks  overall 
productivity  and  should  receive  similar  monitoring  as  mentioned  above  for 
L Imic  i an  G  clinician  E  is  adept  at  providing  productive  services 
throughout  the  dav  as  well  as  being  particularly  adept  during  the 
concentrated  patient  appointment  periods  Clinicians  A  and  6  are  steadv, 
though  relatively  less  productive,  performers  clinicians  D  and  F  are 


ig  'i  I'J  OVr 


ci1 1  jj'  uuu«. ive  ’ori  v  n..ct>. 
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•"icre-.ised  Patent  visit  numbers  during  concentrated  apoointment  pet  mds, 
w i r r.  c  1  ii'iu idiiS  c  arid  G,  as  mentioned,  being  most  productive  dur mo  tnese 


in  a  nospital  based  practice,  time  spent  tak  ing  care  of  inpatients 
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becomes  a  significant  part  of  the  job  reauirernents.  This  is  reflected  in 
-append  i '  E,  paragraphs  c  ,  with  Clinicians  B,  C,  E,  F,  and,  for  a  Nurse 
k-:' act <f ’One*' ,  a,  spending  significant  amounts  of  tirne  with  inpatient 
responsibilities.  This,  of  course,  reduces  the  time  available  to  treat 
out  Patient  s.  though  mamng  this  statement  is  not  rneaht  to  iiTiplv  any  thing 
neoative  about  caring  for  inpatients. 

using  the  case-mix  stahdards  incorporated  m  the  U5C  study  and 
augmented  by  GLWACH  staff  input,  it  was  discovered,  as  was  discussed 
earlier,  that  Clinician  F  was  the  most  efficient  health  care  provider  in  the 
medical  clinic  and  Clinician  C  was  the  least  efficient.  However,  using 
strictly  results  obtained  by  review  of  the  number  of  patients  treated  per 
nour.  Clinicians  u  and  H  were  most  efficient.  As  can  be  seen,  Clinician  C 
was  least  efficient  or  most  efficient  depending  upon  the  measurement 
tool  it  seems  that  the  most  enlightened  tool  would  account  for  case-mix 
and  thus  the  former  tool  should  be  used  by  managers. 

The  effectiveness  of  the  care  rendered  by  clinicians  in  the  internal 
Medicine  clinic  was  determined  to  be  good.  The  Patient  Representative 
Office's  listing  of  complaints  was  minimal,  with  an  average  of  less  than 
two  a  month  relating  to  the  care.  The  main  complaints,  an  average  of  1  > 
per  month,  with  the  medical  clinic  were  based  upon  inability  to  get  an 
appointment.  Additionally,  effectiveness  was  considered  good  in  iiqht  of 
the  almost  non-existent  number  of  Potentially  Compensatory  Incidents 
(PCI)  and  rms-adventure  reports  as  reported  through  the  Quality  Assurance 
5  v  stern 
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Other  Productivity  Related  Observations 


Regard! no  the  current  clinic  operations,  several  observations 
resulted  from  the  conduct  of  the  study.  The  clinician's  have  "blue  time"  to 
sei f "Schedule  return  patients  and  special  procedures.  However,  these 
appointments  are  kept  on  their  individual  calendars.  Thus,  the 
receptionists  can't  oet  patient  records  delivered  from  the  central  records 
office  the  day  prior  to  appointment,  causing  the  patient  to  have  to  stop  at 
the  records  desk,  to  obtain  their  records  prior  to  arriving  at  the  medical 
clime.  This  also  means  that  the  clinician  can’t  review  the  record  prior  to 
the  patient's  arrival  even  if  the  clinician  were  to  have  time  to  do  so  in 
proer  to  save  time  once  the  patient  was  being  examined.  Additionally,  the 
failure  of  patients  to  keep  appointments,  that  is,  No-Shows,  isn't  captured 
since  the  receptionists  don't  have  the  schedules.  This  should  be  changed 
so  that  a  schedule  form  is  provided  by  the  hospital,  completed  by  the 
phvsician,  and  collected  by  the  receptionist  the  day  prior  to  appointment 
in  order  to  obtain  patient  records,  keep  track  of  no-shows,  and  provide  the 
receptionist  a  knowledge  of  the  clinicians  schedule  so  that  phone  calls, 
et  cetera,  can  be  referred  appropriately. 

Currently  many  phone  calls  are  received  by  the  clinician  during  the 
course  of  a  patient  examination  This  is  disruptive  to  concentration  on  the 
patient  as  well  as  annoying,  plus  the  calls  regarding  patients  or  from 
patients  often  don't  get  logged  for  purposes  of  productivity  counts.  All 
calls  should  oo  throuph  the  receptionist  who  in  turn  should  only  interrupt 
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the  L  t  H'ii'-idri  in  emergenc  luS  Uhd  Otherwise  Should  Get  phone  number  s  tO 
return  tne  esi * « S-  "the  receptionists  should  also  place  the  return  cal *s  when 
possible  These  measures  would  enhance  provider  productivity. 

C i inn: tans  currently  escort  their  own  patients  from  the  waitino 
a:  ras  to  their  o*f ices  i h i s  takes  additional  productive  time  irom  the 
; lina: ian  Placement  of  one  waiting  chair  outside  each  individual  office  so 
that  the  next  patient,  escorted  by  the  receptionist,  is  placed  outside  the 
c l ii'iic ran 3  office  would  save  clinician  time  The  study  did  not  report 


1  inician  s  comoiamma  about  waiting  for  patients,  however,  comments 
were  received  from  clinicians  to  this  effect. 

The  clinicians  have  only  one  treatment  room  and  it  is  adjacent  to 
their  offices.  They  must  wait  for  patients  to  undress  and  dress. 
Additionally  oolite  conversations'  must  be  carried  out  with  the  patient  as 
they  enter  and  exit  the  treatment  room  through  the  clinician  s  office.  A 


second  treatment  room  would  allow  for  more  expeditious  care  and  allow 
"polite  conversation"  to  be  carried  out  in  the  treatment  area  as  part  of 


Good  bedside  manner  and  to  be  terminated  when  the  clinician  excuses 
t r«em selves  from  the  room.  The  current  clinic  configuration  does  not  allow 
for  a  second  treatment  room,  however  a  space  utilization  study  should  be 
undertaken  to  ascertain  now  to  resolve  this  problem 

ijLwach  currently  provides  no  policy  guidance  concerning  the 


nun  I  Per  or  oercentaoe  of  hours  that  should  be  invested  in  direct  patient 
care  per  week,  versus  hours  directed  toward  other  activities. 
Establishment  of  a  general  policy  providing  parameters  within  which 
health  care  providers  should  strive  to  perform  might  remove  some  degree 
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t  •: *;•! ruTtand « mariaoemerit )  expectations  and  serve  as  an 
:>ii-.;iirect  patient  care  endeavors  Gown  at  a  reasonable 

itivity  would  definitely  result  from  actions  taken  to 
described  problems 
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Conclusions 


A  mean  3  WdS  developed  by  Which  tO  measure  health  Cdi'e  pro v'i 061' 
ot'vOuctw  m.v  in  the  interna  I  Medicine  Clinic,  General  Leonard  wood  Army 
community  Hospital,  Fort  Leonard  Vvood,  Missouri  Though  coordinatiori  of 
rne  collection  of  data  needed  to  implement  the  measurement  tool  is 
potential ly  difficult,  the  resultino  information  does  provide  insights  into 
the  true  productivity  of  the  health  care  providers  in  the  clinic. 

The  study  indicates  that,  usihg  case-mix  standards,  Clinician  F 
provided  the  most  productive  services,  closely  followed  by  Clinicians  A 
and  B  Clinician  C  was  efficient  on  60%  of  the  days  evaluated.  Clinicians 
D.  G,  and  H  were  average  performers.  Clinician  E  saw  fewer  total  patients 
out  was  efficient,  for  those  patients  that  were  seen.  Clinician  G  was 
productive  in  the  total  number  of  patients  treated,  Put  was  not  efficient  in 
providing  the  services. 

When  patients  treated  per  hours  worked  was  used  as  the 
productivity  criteria,  Clinician  E  was  most  productive  Clinicians  C.  and  G 
were  particularly  adept  at  turning  out  the  patients  during  concentrated 
patient  appointment  periods  while  Clinician  H  was  productive  when  total 
patients  treated  per  day  were  evaluated.  Clinicians  D  and  F  were  oood 
producers  and  Clinicians  A  and  B  were  steady  performers. 

The  fairest  and  most  meaningful  measurement  of  productivity  is  the 
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..ji >tv or  no;  at  mo  case-mi.*  clinicians  can  be  better  evaluated  as  to 
"->■  ; oiYi' iouuui  y  t'j  heaitn  care  services  rendered  bv  6LWACH  using  this 


^emth  care  renoered  to  inpatients  appears  to  be  highly  or oductwe, 
t id1':  r ■:>. •  mo  or>  toe  endurance  of  the  health  care  provider,  as  well  as 
der-ief'icai  to  outoatient  productivity  Aiso,  clinicians  spend  productive 
t i/V: e  on  the  telephone  but  are  recalcitrant  m  navino  these  efforts 
:  rC'.'i'ded  Another  productive  activity  is  the  wntihQ  of  preset iotion 
■'e:  ins,  tnoudh  care  must  be  taken  by  the  clinicians  to  make  proper  entries 
Hi  the  patient  records  so  as  not  to  jeopardize  the  workload  count 
acceptability  (by  MEPRo  personnel)  of  these  endeavors.  The  clinicians  use 
of  b'ue  time  to  seif-schedule  patients  satisfies  their  sense  of  need  for 
ontroi  of  at  least  a  Portion  of  their  work  schedule  However,  the 


tiTipiriVienf ation  of  these  schedules  results  in  a  decree  of  non-productive 
time  e  formalized  Decentralized  Patient  Appointment  bystem  would 
alleviate  the  non-product ivitv  of  certain  aspects  of  'blue  time." 

it  was  determined  that  the  effectiveness  of  the  care  provided  was 
ooO'J  in  light  of  the  paucity  of  complaints  and  lack  of  Potentially 
compensatory  incidents  and  mis-adventure  reports 


The  clinicians  m  the  internal  Medicine  Clinic  are  working 
productively  overall  Their  efforts,  however,  are  hindered  by  a  system 
that  encouraoes  treatment  of  Quick  and  easy"  cases  in  the  outpatient 
setting  so  as  to  get  visit  counts  that  reflect  a  productive  clinician  and 
service  A  methodology  to  more  appropriately  account  for  type  of  patient 
visit  and  thus  of  the  wort  effort  is  needed  The  model  introduced  in  this 
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stuov  or Ov ides  r or  this  to  some  degree.  It  duos  allow  for  award  of 
productive  points  based  upon  length  and  nature  of  patient  cases  treated 
dun  no  tne  worr  session  Pius  points  for  other  than  hands-on  patient 
a-; t iv i ties  during  tne  work  session,  as  well  as  a  review  of  patients  seen 
Pei  hour  Furthermore,  it  provides  for  a  comparison  of  the  productivity  of 
various  clinicians  usino  a  fair  assessment  as  opposed  to  just  a  nurnoers 
game  Audit lonai ly,  it  dives  an  indication  of  the  significance  of  'weighting 
<  jnou>  cateoones  of  patients  in  rneasunno  productivity  it  is  lacking, 
'•uwever .  in  its  aobitv  to  compare  the  length  of  patient  exam  with  a 
st arid aro  f or  a  similar  exam,  it  is  also  deficient  in  the  ease  with  which 
'I'd ormat ionai  data  can  Pe  captured  Reliance  upon  the  clinicians  to 
provide  detailed  information  is  not  likely  to  result  in  tne  information 
bring  captured  a  system  that  would  make  use  of  a  DRG  type  standard  and 
one  where  the  data  would  be  captured  by  receptionists  and  administrative 
medical  records  personnel  might  have  a  better  chance  of  working.  For 
instance,  the  receptionist  could  loo  the  patient  in  and  out  of  the  clinic,  to 
include  listing  ot  times,  though  the  actual  time  with  the  clinician  under 
the  current  clime  arrangement  would  not  be  recorded  since  the  patients 
are  cai led  back  to  the  cl inicians  of f  ice  by  the  clinician  themselves.  If, 
however,  the  receptionists  were  to  escort  patients  to  the  clinicians 
office,  times  could  be  more  easily  recorded.  Also,  if  the  clinicians  knew 
fhat  cr edit  was  being  given  for  patient  acuity  as  well  as  for  other 
clinician  activities,  they  might  themselves  be  motivated  to  keep  better 
time  records  Additionally,  should  a  standard  become  available  based  upon 
patient  diagnosis,  then  patient  records  personnel  could  enter  the 
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s>j‘  ‘ i •_ m i ar  patient's  diagnosis  and  date  of  treatment  into  the  computer  arid 
t  n  i  s  ire  or  m  at  i  on  could  then  he  matched  against  information  as  to  trie  nour  s 
’.m  a  •_ ; i i > • ..  i an d  w or k  session. 

~s  can  oe  seen,  the  intricacies  of  the  model  presented,  both  in 
collection  of  data  u'eouifements  for  fairly  detailed  information*  ano  m 
as; idnmenf  of  standards,  mares  its  routine  use  difficult  if  does, 
now  ever  provide  a  start  i  no  point  from  which  other  models  rmotit  be 
developed  establishment  of  weights  for  different  types  of  pr ocedut  es 
shoo ' d  be  investigated  so  that  know iedge  of  the  rind  of  a  procedure  alone 
can  oe  usee)  m  assessing  provider  productivity 


Recommendat  ions 

Toe  results  of  this  study  indicate  that  some  actions  are  needed  to 
improve  the  current  internal  Medicine  Clinic  operations  The  total 
implementation  of  the  study  model,  though,  would  not  be  appropriate  at 
tnis  time  due  to  the  above  discussed  problems.  There  are,  however, 
initiatives  that  can  be  taken  to  enhance  clinic  operations.  They  are 

i  Using  comments  from  this  study,  initiate  a  reguest  to  Health 
Cervices  command  to  investigate  the  provision  of  a  list  of  weights  to  be 
assigned  to  various  categories  of  patient  examinations  to  better  reflect 
productivity  involved,  for  example,  a  prescription  refill  should  be 
weighted  less  than  a  full  medical  examination. 
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_  ueveiop  a  formal ized  Decentr  aiizeu  Patient  Appointment  System 
t o  ai -ev.ate  c i «nic ian  'controlled  blue  time'  problems. 

3  Pending  completion  of  recommendation  number  two,  provide 
management  generated  patient  appointment  schedule  forms  that  the 
clinicians  can  use  rather  than  using  their  desk  calendars  in  making  "blue 


time  patient  appointments. 

a  Reaui  re  that  clinician  self~scheduled  appointment  forms  be 
provided  to  the  receptionist  by  the  clinician  the  day  prior  to  appointments 
so  that  patient  records  can  be  obtained,  No-shows  can  be  tracked,  and  the 
receptionists  can  know  the  clinicians  schedule  so  as  not  to  interrupt  and 
to  prov ide  assistance  based  upon  clinician  needs. 


5  ensure  that  all  incoming  phone  calls  are  routed  through  the 
receptionist  This  will  allow  proper  logging  of  calls  (for  clinic 


productivity  credit!  as  weli  as  avoid  interrupting  clinicians  during  the 
middle  of  Patient  examinations.  Return  phone  calls  should  be  placed  for 
the  clinicians  by  the  receptionists  whenever  possible. 


6.  Receptionists  should  escort  patients  to  treatment  area.  A  chair 


should  be  placed  outside  each  treatment  area  to  allow  for  the  ready  access 
of  tne  next  patient  to  the  clinician. 

7  Two  treatment  rooms  are  needed  by  each  clinician.  A  space 
utilization  study  should  he  undertaken  to  address  this  issue. 

3  GLwACH  should  establish  a  policy  providing  parameters  on  the 
number  or  percentage  of  hours  worked  to  be  spent  in  direct  versus 
non -direct  health  care  activities. 
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Provider  Log/Diary  (CONT) 

Activities  Seeing  Seeing  Phone  Ref.  Pt  Record  Wait  MOD/ER  Meetings  Professional 

OutPT  InPT  Patient  Entry  for  Duties  ,,  Readings 

pT 

1200-1210 

. 

1210-1220 

1220-1230 

1230-1240 

1240-1250 

1250-1300 

1300-1310 

.  . 

*• 

1 

1310-1320 

1320-1330 

1330-1340 

1340-1350 

1350-1400 

1400-1410 

' 

. 

1410-1420 

1420-1430 

1430-1440 

- 

1440-1450 

. 

1450-1500 

. 

1500-1510 

1510-1520 

1520-1530 

1530-1540 

1540-1550 

1550-1600 

1600-1610 

1610-1620 

1620-1630 

1630-1640 

1640-1650 

1650-1700 

1700-1710 

n 

1710-1720 

\ 

1  720-1  730 

\ 

1730-1740 

i 

1 740- 1 7  50 

1 

1750-1800 

J 

/  /  ;■  ? 
t 

J 

APPENDIX  A 
(Continued) 


Provider  Log/Diary 


Name  Date 

Place  checkmark  in  the  appropriate  block.  If  check  more  than  one  box  during  same  time  per 
in  each  endeavor. 


Activities  Seeing  Seeing  Phone  Ref.  Pt  Record  Wait  MOD/ER  Meetings  Professional 
OutPT  InPT  Patient  Entry  for  Duties  Readings 


0700-0710 

. , 

i 

0710-0720 

0720-0730 

0730-0740 

0740-0750 

0750-0800 

wmm 

■■i 

mm 

mmmmm 

0800-0810 

0810-0820 

■ 

mmam 

mmmmi 

0820-0830 

0830-0840 

0840-0850 

0850-0900 

.  . . 

0900-0910 

0910-0920 

0920-0930 

0930-0940 

0940-0950 

0950-1000 

1000-1010 

.  i 

1010-1020 

.  ..  .  . 

1020-1030 

1030-1040 

1040-1050 

1050-1100 

1100-1110 

1110-1120 

1120-1130 

1 130-1140 

1 140-1150 

1150-1200 

Note:  PT  stands  for  Patient. 


/ 


m  Date 

:e  than  one  box  during  same  time  period,  please  make  note  as  to  approximate  time 


it  MOD/ER  Meetings  Professional  Military  Intransit  Personal  Other 
r  Duties  Readings  Duties  in  Hosp  Business  (Specify) 


APPENDIX  A 
Provider  Log  Diary 


APPENDIX  B 

Questionnaire  For  Patient  Related  Factors 
Patient  Information 

Date  _ 

Patient's  Name  _ 

Time  Patient  arrived  in  provider's  office  _ 

Time  Patient  departed  from  provider's  office  _ 

New  Patient  _ 

Return  Patient  _ 

Age  of  Patient  _ 

Type  of  Disease  Treated  _ 

Number  of  problems  dealt 

with  during  visit  _ 

Number  of  Diagnostic 

Tests  Ordered  _ 

Number  of  Therapeutic 

Procedures  Conducted 


50 


APPENDIX  C 


internal  Medicine  Health  Care  Provider  Questionnaire  Regarding 
P  r  o  d  u  c  1 1  v  i  t  v  Factors. 


(Genet  ai  Circuits) 


NAME 


l.  Please  list  activities  that  you  feel  should  be  factored  into  a  fair 
measure  of  provider  productivity  in  the  outpatient  setting. 

a  Patient  Related.  (Answers)  Time  spent  with  each  patient.  New 
Patient  versus  return  patient.  A  new  patient  takes  twice  as  long  as  a 
follow-up  but  is  counted  the  same.  Numbers  alone  don't  accurately  reflect 
time  spent  with  a  patient.  Signing  a  script  takes  two  minutes  but  is 
counted  the  same  as  seeing  a  patient.  A  Chemo  patient  may  take  one  hour 
or  more  (especially  if  in-patient)  but  counts  the  same  as  a  prescription 
refill,  in-house  patients.  Outpatient  visits.  Phone  calls/counseling  of 
families  of  inpatients.  Outpatient  phone  calls.  Procedures  performed  and 
interpretation  of  tests. 

P  Professionally  Related,  for  example,  Continuing  Education 
(Answers)  Professional  Staff  Conference.  Consultations  for  other 
services.  Continuing  Education.  Should  have  time  to  do  this  but  I  don't  see 
it.  happening 
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APPENDIX  C 
(Continued) 


c  umque  Military  Duties  Related.  (Answers) 

Field  Training  Physical  Training  (PT)  and  PI  Test  Personnel  Actions 
Start  meetings. 

d.  Others.  (Answers) 

Committee  meetings.  Review  of  Laboratory  data.  Arranging  Air 
Evacuations,  Arranginq/writinq  letters  of  referral. 

2  In  regard  to  non-patient  care  time. 

a  How  much  compensatory  time  would  you  estimate  that  you  earn 
per  week?  (Answers)  Normally  2  hours  a  day  X  5  days.  Occasionally  1 
hour  a  day  X  5  days.  Often  times  5  hours  a  week,  other  times  none  (this 
comment  from  a  Nurse  Practitioner). 


How  much  compensatory  time  would  you  estimate  that  you  earn 
per  month?  (Answers)  40-50  hours.  8  hours  (Nurse  Practitioner). 

b.  How  much  compensatory  time  would  you  estimate  that  you  take 
per  week?  (Answers)  Occasionally.  None. 

How  much  compensatory  time  would  you  estimate  that  you  take 
per  month?  (Answers)  Occasionally.  None. 
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APPENDIX  C 
(Continued) 


I 

r  How  much  sick  leave/ time  would  you  estimate  that  you  take  per 
year  y  None.  Less  than  20  days. 

d  How  much  vacation/leave  time  are  you  able  to  take  per  year? 

(Answers)  15-20  days  30  days. 

3  Please  list,  m  order  of  estimated  frequency  seen,  the  ten  most  common 
patient  conditions  that  present  to  you,  (Answers)  (a)  Arteriosclerotic 
Heart  Disease  (A5HD),  Heart  valve  disease,  Chronic  Obstructive  Pulmonary 
Disease  (COPD),  Diabetes  Mel  1  i tus  (DM),  Hypertension  (HTN),  Arterio 
Sclerotic  Peripheral  Vascular  Disease  (ASPVD)  &  other  neurology  disease, 

Oncological,  Rheumatology,  Gastroenterology,  Renal  Disease,  (b) 

Hypertension,  Diabetes,  Vertigo,  Palpitations,  Chest  Pains,  Abdominal 
Pain,  Impotence,  Angina,  Shortness  of  Breath  (COPD),  Bronchitis,  (c) 

(Nurse  Practitioners)  HTN,  Type  II  DM,  Osteoarthritis,  Hypothroidism,  Gl 
problems,  Headaches,  Anemia,  Urinary  Tract  infections  (UTi's), 

Chemotherapy,  HIV  (AIDS)  clinic. 

4  Other  Factors  (Answers)  None. 
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I  Li 


'  "  r-  n  ■  r-  i  \  - 
►VKetiSUlA  U 


*  ample  Of  uSe  Of 


P r o du c tivitv  Measure rn ent 


too!  for  one  clinician  for  one 


OOv  :•  wi/k 


otoa.  Number  of  visits  of  Clinicians  Av'G 

lit  S'  Hour  -  Particular  Diagnosis  or  PT  X  Units  to  treat  PT 


Hours  in  Particular  wore  Session 


p r ^ in i j 

« Jr  1 1  tS'  Hour  s  = 


uau  or  cSuiViafeo 
Number  of  visits  of  Mean  Mins  to  treat 

Particular  Diaonosis  of  PT  a  a  Particular 

Diaonosis  of  PT 


Hours  in  Particular  wort  session 


uN-en  7  appointments  as  follows,  all  return  patients,  for  6  hours  day 

1  PT  with  Hypertension,  1  Chronic  Heart  Disease,  1  Diabetes 
Meilitus,  i  overweight,  1  Chronic  Heart  Disease  (a  second  patient),  I 
Diabetes  Melii tus  (a  2nd  patient),  1  Medical  Evaluation, 

-Pius  a  hours  ( C  units)  on  inpatient  care,  2  on  Patient  Charts.  4 
consulting  with  coileaaes;  1  hour  working  on  administration  papers,  and 
I  5  hours  attending  two  different  meetings. 

a 

A.;  r  1,1:31 
■unite 


i  X  1.41 

1  o  /  j  o  -  1  /  o 


o  nour s 


-  100 


predicted 

Units. 


1  a  1 .  j  a 
b 
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APPEND i'X  D 
(Continued) 


1  X  1.44 

Q 

=  25 

—> 

o 

i  60 

!  \  1 

1  A  1 

o 

=  125 

II 

CO 

1 25 

t  r-~ 

I  A.  y_.J 

1  X  1.5 

O 

=  .31 25 

8 

=  .188 

f  A  2 

1  X  1.41 

■~) 

n 

-  25 

8 

=  176 

:  x  !  5 

1  X  1  44 

a 

=  .1875 

8 

=  .  1 80 

ot.als 

1 .499  Units/Hour 

1 . 1 975 

a  if  mat  lent  Units 

i 

f  £t  O 

_  i  r 
-  i .  j 

2  Pt  Record  Entries 

2/8 

=  25 

a  Counseling 

4/8 

=  .5 

6  Aomin  Paperwork 

6/8 

=  .75 

9  i  lee  tings 

9/8 

=  i  i ; 

4125 


GRAND  TOT AL  1 .499  +  4  1  25  =  5.624 


*  ;  lean  i  linut.es  T irrie  for  these  areas  were  not  in  U5C  Study  and  were 
estimated  based  upon  input  from  Internal  Medicine  Clinicians.  Estimated 
times  include  5  minutes  (.5  Units)  -  Phone  Call 

2  minutes  (  2  Units)  -  Prescription  rewrite 
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APPENDIX  D 
(Continued) 


40  minutes  (4  Units)  -  Chemotherapy  Treatment  (Nu.  se) 

20  minutes  (2  Units)  -  Cherno  (Physician  Participation) 

20  minutes  (2  Units)  -  Walk-In  Patients 
20  minutes  (2  Units)  -  Consultations 
45  minutes  (4.5  Units)-  Esophaqia  CA  ex  am 
1 0  minutes  ( 1  Unit)  -  Blood  Pressure  Check 
10  minutes  (1  Unit)  -1ST 

5  minutes  (  5  Unit)  -  Flu  Shot 

9  minutes  09  Unit)  -  Bold  Treatment  for  Rheumatoid  Arth 


Pr oduc 1 1 v 1 1 y  =  Patients  Seen 

Number  of  hours  worked 


7/6  -  .375  patients  per  hour. 

26  7%  of  time  spent  on  inpatient  coverage. 

46  7%  of  time  spent  on  non-direct  hands-on  patient  care. 
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APPENDIX  E 

Pr oductivity  Measurements 


Predicted  Units/Hour  Actual  Units/Hour 

Based  upon  Types  of  Based  upon  Types  of 

Patients  Patients 


(MEPRS < 

Eounted 

D3v 

(T 

otai  Units  Worked) 

\ 

/  isits) 

(  !  ) 

1 .92 

(5  72) 

2.46 

( 6 ) 

iK  /_  ) 

2  08 

(4.86) 

2.25 

( 1  i ) 

1  56 

(5  63) 

i  “7  r» 

1 .  /o 

(9) 

(4; 

1.44 

(6  58) 

2.29 

(8) 

(5> 

.49 

(5  95) 

.49 

(7) 

b  Number  of  Patients  Seen/Hours  Worked 


Day 

( 1 )  (a)  .576  patients/hour  when  looking  at  regular 
appointments  only. 

(1.32  pt/hr  during  concentrated  appointment  times.) 

(b)  .692  when  add  in  prescription  rewrites,  consults, 
patient  phone  calls,  et  cetera,  for  the  whole  day 
without  weighting  by  units  those  activities. 

( I  56  pt/hr  during  concentrated  appointment  times. 


(2)  (a)  692  (1.31) 


cb)  1.15  (2  6 1 ) 
(3;  (a)  44  (1.54) 
(b)  1.0  (N/A) 


(4)  (a)  .94  (20) 
(b)  1  76  (2  91) 

(5)  (a)  12  (10) 
(b)  .73  (1.73) 
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APPENDIX  E 
('Continued) 


K»riV  4 

nt  i  no  at  lent  care 

Percent  not  in  Hand 

s -On  Car 

Dav 
>  1 > 

4 

43 

•  2) 

i  4  3 

348 

>3) 

* 

H  T» 

50.3 

i  4) 

3  6 

10  7 

(5» 

4. 1 

53.3 

r 

Dai i v  survey  of  Clinician 

's  work  time  for 

day 

i 

1 

2  3 

4 

5 

6 

Outpatient 

inPT  Phone 

Pt  Records  Wait  for  Pt 

ER  Dot) 

uav  < i .» 

55  i  % 

J 94  N/A 

6  4% 

N/A 

N/A 

!  *_  ’ 

jD  t>% 

i  2  5 a  N/A 

23  6% 

N/  A 

N/  A 

i  J)  _) 

46  2  % 

4.8%  N/A 

10  6% 

4%  ( 1  No  show )  N/A 

i  4) 

—1  — }  .T' 

/o.  /  fo 

43%  N/A 

N/A 

4.3%  ( 1  T ardy)  N/A 

\  s ) 

4z  O/o 

4  i  %  N/A 

1 42% 

N/A 

N/A 

/ 

8 

9  1 0 

1 1 

12 

i 

leetinos 

Professional  Military  intransit 

Personal 

Other 

Readings  Duties  in  Hosp 

Business 

Day  ( 1 ) 

N/A 

30.7% 

N/A.  N/A 

N/A 

7  A/T 

JO/'o 

(2: 

N/A 

6.3% 

N/A  N/A 

N/A 

2% 

( 3 ' 

N/A. 

308% 

N/A  N/A 

N/A 

4% 

A' 

N/  A. 

•i  T'T' 

M.  0  /C 

N/A  N/A 

N/A 

r>  c:  rr 

O .  J  /  b 

o 

o  2/o 

“>»T‘ 

Z4  /  >b 

N/A  N/A 

N/A 

6  2% 
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APPENDIX  E 
(Continued) 

iif%! •;  i on  Pr ed i c t ed  Un its/ Hour  Ac t ua !  Un its/ Hour 

l>  Based  upon  Types  of  Based  upon  Types  of 


P  at  tents 

Patients 

(MEPkS  Counted 

Ddv 

i Total  Units  v 

worked  i  v/isitS1 

*  i  !  _  i  O 

(5.60) 

2  00  i i i > 

t.  2<  1.6  i 

(6.99) 

j.jH  'iOi 

i  jj  i 

(5.62 ) 

i.50  (7) 

«4>  .26 

(6  00 ) 

.19  (5) 

(5)  Clinician  unavailable 


b  Number  of  Patients  Seen/Hour  Worked 


uay 

( 1 ) 

( a ) 

.  a 

(2.5) 

(b) 

1 ,  j 

>2) 

(a/ 

64 

( 1 .65) 

(b) 

2.76 

1 3 ) 

( a ) 

n  n 

oo 

i  3.04) 

(b) 

N/A 

(4) 

ia> 

i  9 

( i  .00) 

(b) 

.75 

Per 

cent 

moat 

:  lent  Car 

P 

Da_y 

v  1  i  10 7  % 


Percent  not  m  Hand5~0n  car e 


jU/o 


u  1  ID.z/o 

i  o  i  s  G  7  % 

1  A  i  jo  j% 


i  o.o% 
46  7% 
16  7% 
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ePPENDiX  E 
1  (_  ont  mued ) 


a  Ddiiv  oui'vt-v  or  Clinician  s  work  time  for  day. 


1 

3 

4 

5 

6 

<  4  T  1  u  7  To 

O  0/6 

-n 

/'  /O 

N/A 

N/  A 

Not  completed 

5 1  Not  completed 

t  •  *•  m 

-*  i  £  p  i  ;  0  U  i-  0 

:T> 

o 

K  1  '  A 

iS/  M 

M  '  ‘ 

IS/  /"\ 

N/  A 

7  7 

9 

i  0 

1  i 

i  a 

Z)  _  -'o  1  U 

N/  A 

N/A 

N/'  A 

i  9  o  Yo 

Not  completed 

Nut  l Of'i’iP let rd 
►  !  ;>!/  ri  N/  A 

}\i/  A 

N/A 

N/A 

N/"  A 

an 

rf  rd iC  '.rd  Ui  ii is/  HC/Uf 

Actual  Unit 5 /Hour 

Based  Upon  Types  of 

Based  Upon  Types  of 

Patients 

Patients 

(MEPR5  Counted 


Day 

(Total  Units  Worked) 

Visits) 

( 1 ) 

No  Outpatients  (5.98) 

2 ) 

.6 1 

(543) 

.6  i 

( 9 ) 

j ) 

52 

(6.0 1 ) 

30 

( 1 5 ) 

4) 

*7  T 

(6.74) 

1.1  1 

( 1  7.) 

5) 

4  /  9 

(7.04) 

4.00 

(12) 

o  Mumper  of  Outpatients  Seen/Hours  Worked 


ua  y 

1 1  >  None 

•.  z  >  '  a  >  -C>  >  L  06  >  iu)  1  36  >  o.OC  '* 
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APPENDIX  E 
^  Continued) 


'i  Predicted  umts/  Hour  Actual  Units/Hour 

Eased  Ut'on  Tv oes  of  Eased  Upon  Types  of 

Patients  Patients 

(MEPRS  Counted 

Dav  (Total  Units  Worked)  Visits) 

«,  i )  2  25  (5.4 i  2)  2.048  ( 14) 

Number  of  Patients  ueen/Hours  Worked 

i,<av 

■■  i  >  a 1  i  C’O  *  v  i  z> ) 

'pi  i  rj  5  i  j  4o  .* 


Percer 

P  Inpat ie 

nt  Care 

Percent  not 

in  Hands 

v  <  ;  1 

0  j 

4% 

Da  i  i  v  : 

Njrvey  of 

Clinician  s 

wort  time  for  day. 

j 

/ 

3 

*4 

5 

6 

52.4% 

4  8% 

Z  j.  !  % 

1  ■"'»  'VP 

1  aE  /o 

N/  A 

N/A 

- 

6 

9 

10 

I  1 

1 2 

■—  ■“  .T> 

0.0 '0 

i'i./  A 

N/A 

9% 

N/A 

N/A 
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APPENDIX  E 
(Continued) 


vi<; ; an  Predicted  Unit s/Hour  Actual  Units/Hour 

E  Based  upon  Types  of  Based  upon  Types  of 

Patients  Patients 

O-IEPRS  Counted 

Dav  (Total  Units  Worked)  Visits) 

a  i.i;  i  .27  (5  31)  .93  (al) 

P  Numoer  or  Patients  Seen/ Hours  Worked 


Lay 

i  i )  (a)  “7  (4  14)  (P)  2  65  (7  75) 

-  Kercent  inpatient  Care  Percent  not  in  Hands~Qn  care 

Day  <  ’ )  13  5%  (Plus  24.2%  in  E.R.)  23.3% 


d  Daily  Survey  of  Clinician's  work  time  for  day. 


1 

! 

•L 

3 

4 

5 

6 

,  t  q  r-.  •t? 

; 

11.1% 

3.5% 

9.7% 

N/A 

20% 

/ 

a 

9 

10 

1  1 

12 

N/A 

N/’A 

N/A 

N/A. 

i  .0% 

6.0% 

;Ji  i 


e  reos  c  i.  eo  on  i  i  s  /  hour 
Based  upon  i  ypes  of 
Pat ients 


>ClV 


MLUJfJI  UllHS'rlUUI 

Based  upon  Types  of 
Patients 

(MEPP.5  Counted 

Total  Units  Worked)  Visited.’ 

/  ~i  “7  r>  •  *  i  r»  /•  * 

VO  JO/  H.  I  O  1  1  Ml 
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APPENDIX  E 
(Continued) 


>2'  2  44  (6.56)  2  07  (28) 

>,3)  65  (628)  .65  (7) 

6  Number  of  Patients  3een/Hours  Worked 

Dav  (I)  (a)  2.7  (b)  N/ A 

(2)  (a)  1.29  (b)  3.29 

(3)  (a)  .22  (2.0)  (b)  76  (3.22) 

c  Percent  inpatient  Care  Percent  not  in  Hands~Qn  Care 


udv 

9.5 

~1  s~\ 

(  i  ) 

(  ,Z 

v  2 ) 

21.6 

12.8 

(3) 

44 

35.  i 

o  Daily  Survey  of  Clinician  s  work  time  for  day. 


l 

A- 

j 

4 

5 

6 

Dav 

(  ! )  76  7a 

i  3  3% 

t? 

i'-> 

CO 

1  7  7b 

N/A 

N/A 

'  .  i  n> 

2 1 .6% 

1  7  ”7-77 

t  J.  /  70 

1 4  0% 

N/A 

— >  '-i  <77 

/  0  70 

'  o »  20% 

44  3% 

3.6% 

4.8% 

N/A 

14.5% 

7 

r*. 

o 

9 

10 

1  1 

12 

Day 

i  I  i  NY  A 

N/A 

N/A 

N/A 

N/A 

N/A 

(2)  N/A 

N/A. 

N/A 

N/A 

N/A 

N/A 

(j)  N/A. 

N/A 

N/A 

N/A 

N/A 

1 2.7% 
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APPENDIX  E 
(Continued) 


HVician  Predicted  Units/Hour  Actual  Units/Hour 

6-  Based  upon  Types  of  Based  upon  Types  of 

Patients  Patients 

(MEPRS  Counted 


Day 

(Total  Units  Worked) 

Visits) 

a 

(1) 

l  .05 

(5.45)  1 

.61 

(18) 

( 2 ) 

1  05 

(7.38) 

1.99 

(17) 

(3) 

6 1 

(6.27) 

.71 

(24) 

(4) 

.35 

(5.63) 

.56 

(4) 

V  J  * 

1  /. 

re.  r\r\  \ 
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(  1 0 ) 
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Dav 
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v  5 ) 
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c.  Percent  inpatient  Care  Percent  not  in  Hands-On  Care 


Day 
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51.3 
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N/A 

90.0 
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d  Ddiiv  survey  of  Clinicians  work  time  for  day 
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57. 1  3 
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3.63 

N/A 

N/A 
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10 

1  1 

12 

Dav 
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N/A 

N/A. 

N/A 

N/A 

7.83 

1 6.53 

\<L) 
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10% 
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11  —'rn 
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44/83 
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N/A 

203 
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453 
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5,43 

32. 1 3 

C 1 1  n  i  c  i  an 

Predicted  Un 

its/ Hour 

Actual  Uni 

tS/Houf 

H* 

Based  upon  Types  of 

Based  upon  Types  of 

Patients 

Patients 

(MEPRS  Counted 

Dav 

(Total  Units  Work 

ed) 

Visits) 

a.  ( 1 ) 

3.94 

(6.08) 

5.30 

(12) 

(2) 

2. 1 2 

(5.38) 

2.63 

(5) 

( 3) 
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(5.28) 
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( 1 3) 
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(5.25) 
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(16) 
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o  Number  of  Patients  been/ Hours  Worked. 
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Percent  inpatient  Care 


Percent  not  in  Hands-On  Care 
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J  I  .  I 

36  6 
32  4 
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g  Daiiv  Survey  of  Clinician's  work  tirne  for  day. 
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4.5% 
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N/A 
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18  5% 

>4) 

N/A 

5.5% 

N/A 

N/A 

3.6% 
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f  5 ,» 

3  4/o 

3.8% 

N/A 

N/A 
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7  5% 
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Aijuit  Nurse  Practitioners  (The  USC  numbers  were  used  for  comoanson 
poses  due  to  lack  of  any  other  resources  In  a  future  study,  numbers  as 
mean  minutes  expected  to  take  to  treat  various  categories  of  patients 
>u i d  need  to  be  developed  for  Nurse  Practitioners.) 
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Dut*  wcio  collected  over  two  3-duy  recording  yerloda,  Monday  through  WcUncmlny  n mi  Tluiiaday  Uirouflh  Saturday.  Pat  a  rc|»re»ent  one  typical  day 
excluding  Suodey. 
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